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TO CORRECT THE BLEEDING TENDENCY IN OBSTRUCTIVE 


AND AMONG 


@ Wherever haemorrhage occurs associated with 
low prothrombin levels, ' Kapilon’ vitamin K 
analogue is indicated. 

Prothrombin deficiency may occur in cases of 
obstructive jaundice when absence of bile pre- 
vents normal absorption of vitamin K. Pre- 
operative injection of ' Kapilon ' is being used as 
a routine by many surgeons as a safeguard 
against grave haemorrhage in such cases. 

‘*Kapilon' is also successfully used in many 
intestinal disorders (e.g. intestinal obstruction, 
colitis, sprue) which by affecting prothrombin 
metabolism may be a cause of spontaneous 
haemorrhage. 


THE NEW-BORN 


‘ Kapilon,’ however, has had its most dramatic 
successes in controlling haemorrhage among the 
newborn in whom the physiological reduction 
in prothrombin levels may descend below a safe 
threshold. In such cases, bleeding from the cut 
cord, intracranial haemorrhage following birth 
injury, or spontaneous haemorrhage from the 
bowel may have serious consequences. 

‘Kapilon ’ given to the baby at birth or to the 
mother before labour acts prophylactically while, 
given to the child at the first sign of bleeding, 
‘ Kapilon ’ may stem the haemorrhage before loss 
of blood or extravasation brings death or irre- 
parable damage. 


MENAPHTHONE AND ACETOMENAPHTHONE 
Ampoules 6 x Ice. Tablets 25 and 100. Liquid oz. 


GLAXO LABORATORIES LTD.s, GREENFORD, MIDDLESEX. BYRon 3434 


In private houses, hotels, | Where it is considered 
nursing homes, and impossible or imprudent 
hospitals | to move the patient 


W—ANYWHERE ——-— HAVE SPECIALISED IN 


BEDSIDE RADIOGRAPHY 
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In the Press Ready Shortly 


SURGERY 


A Textbook for Students 
CHARLES AUBREY PANNETT 
B.Sc., M.D., F.R.C.S. 


stor of Surgery University of London : Director of the Sur 


740 + xii Extensively illustrated 
throughout text 


The book gives a short account of general surgery. 
Due to the careful. selection of proved methods it 
is unencumbered by obsolete recommendations ; nor 
is it burdened by discussions of controversial points 
in pathology or details of operative technique 
unnecessary for the undergraduate student. Yet 
always the indications are clearly stated. Whilst 
written primarily for the undergraduate, the informa- 


tion given is full enough to form 4 basis of 


knowledge for students of advanced surgery. 


HODDER & STOUGHTON LTD. 
20, Warwick Square, London, E.C.4 


THE SCOTTISH WIDOWS’ FUND has 
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SCOTTISH WIDOWS’ FUND 
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best methods on which to restart 


“* Lacidac (half cream or skimmed) is one of the most easily digestible forms in which milk can be given ; the acid taste is not 
most infants, who will take it readily if sugar is added. The skimmed form is one of the 
‘eeding after a short period of chsveten in 


immer Diarrhea.” 
(Post Graduate Medical Journal, August 1933, page 311). 


The normal hydrochloric acid content of the gastric juice of infants is low and rapidly 
disappears in illness or conditions of exhaustion. In these conditions not only is the gastric digestion 
incomplete or inactivated but the stimulus to digestive powers in the alimentary tract is lacking. 

Lactic acid milk in the form of Lacidac has now gained a recognised place in Infant Dietary. It is 


particularly suitable in 

rematurity, debility and 

ypothreptic conditions. 
Its tendency to produce 
constipation is of value in 
conditions — enteral or 
parenteral — where diar- 


A supply for clinical trial with descriptive 
literature will be sent free on request to 


rhoea is present. 
© 3032 
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% % | % 
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Carry on, Doctor £ 


"THE wound was severe, the dressing likely 

For to be painful, but “Carry on, Doctor, it 

doesn’t hurt,” was the patient’s remark, 

Self-administered between the periods of a self-administered 

é state of analgesia. This is typical of the 

conditions which attend the administra- 

a tion of gas and air analgesia in cases 

Minor Surgery without suffering or loss of consciousness. 

The «Minnitt” apparatus is the sure 

safeguard against these possibilities, for it 

is automatically controlled by the patient’s 

respirations, promoting an easy and rapid 

state of analgesia and provides against the 
delivery of an excess supply of gas. 


THE BRITISH OXYGEN CO. LTD. 


; MEDICAL SECTION, WEMBLEY, MDX. 
Incorporating COXETER & SON LTD. and A. CHARLES KING LTD. Pi 


Analgesia in 


bed 
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1S YOUR PATIENT 
COLON-CONSCIOUS 


Every doctor has had to contend with the “ colon-conscious ” 
individual who does not realise that only a physician can 
determine the cause of abnormal delay in defecation and 
prescribe appropriate treatment. 
Whenever the temporary aid of an evacuant is needed, Agarol 
is prescribed because it will produce the desired result safely 
and effectively. Agarol, which is a mineral oil emulsion 
with a small dose of phenolphthalein, serves no other purpose 
than that of relieving constipation. ~ 


William R. Warner & Co. Ltd., 150-158, 
Kensington High Street, London, W.8 
(Wartime Address) 


BOTTLED VEGETABLES 
FOR BABIES 


—ready strained (A diel 


CARROTS 
+ Knowledge of nutrition has widened in 
an recent years, but even yet we cannot be sure 


that a diet which is apparently complete will 


RAND’S vegetables, speciall 
Se seers provide all the ‘essentials for good health. 


grown and picked at their . 
prime, are superior to home- 


The main defence against malnutrition 


Steam-cooking in vacuum, and consists in placing a liberal variety of 
vacuum-packing, tend to conserve foodstuffs within reach of everyone, 
the vitamins. A special sieving pro- : : 
wo of coupled with sound information on food 
tant fibre remains. values. Marmite is an extract of yeast 

Busy war-time mothers will wel- well kno fi its iti i 
ane e wn for its nutritive properties. 


relieve them of a very tedious job. 
Ye Carrot The name of Brand & Co. Ltd. is a 
— further recommendation. mM AR M T 
THE MARMITE FOOD EXTRACT CO. LTD. 
BRAND’S BABY FOODS 35 Seething Lane London, E.C.3 
73" a jar 


PREPARED BY THE MAKERS OF BRAND'S ESSENCE 4210/a 


<r” 
BRANDS 12 
| 5 
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PHYLLOSAN 


Members of the Medical Profession 
supplied with bulk quantities 
for prescription purposes 


For prices, apply direct to . 
NATURAL CHEMICALS LTD., ST. HELENS, LANCASHIRE 


ILBAGE AT THE MENOPAUSE 
prescribe 


A very effective con- 

centrated mixture of 

Phenobarbitone and 

Stilboestrol, flavoured 
and coloured 


Packed in 5, 10, 20, 40 and 90 oz. 
‘bottles 


‘ 
J. HEWLETT & SON. LTD... MANUFACTURING CHEMISTS, LONDON, E.C.2§ 
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CHLOROFORM 
PURE. 


DUNCAN 
(EX ETHYLIC ALCOHOL) 


DUNCAN, FLOCKHART & CO., 


_ EDINBURGH LONDON 


“GLANOID” THYROID 


In the preparation of ‘‘Glanoid’’ Thyroid the Armour Laboratories 
employ a technique of assaying and blending desiccated animal 
thyroid to compensate for the natural variation in the iodine store: 
Whenever Thyroid medication is required, dependable and 
unvarying clinical potency is assured by prescribing ‘' Glanoid '’ 
Thyroid. 


The ‘‘ Glanoid"’ Thyroid preparations include Tablets 1/100 grain 
to 5 grains (Plain or Keratin Coated), Extracts for Oral Adminis- 
tration and Sterile Solution for Injection. . 


Literature concerning the various ‘'‘Glanoid’’ Medicinal Products 
of Animal Origin will be gladly sent on request to interested 
practitioners. 


Telegrams : 
ARMOSATA-PHONE ”” 
LONDON 


Telephone : 
KELVIN 366! 


THORNTON HOUSE, FINSBURY SQUARE, LONDON, E.C.2 


Laxcer) THE LANCE, 
1847 
| 
Ble | 
ph? 
THE 
ARMOUR AND COMPANY 
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ent from Pain... 


Prompt and sustained relief from the pain of peptic ulcer is 
a striking feature of medication with ‘ Aludrox.’ 


Clinical experience has demonstrated that, in addition to 

dramatic pain relief, the following results may be expected 

from the use of * Aludrox’ in the peptic ulcer regimen : 

@ RAPID HEALING OF THE ULCER 

@ NO ALKALOSIS) @ FEWER RECURRENCES 

@ LESS NEED FOR 
RESTRICTED DIET 


AMPHOTERIC GEL 


JOHN WYETH € BROTHER LIMITED, (Sole distributors for 
PETROLAGAR LABORATORIES LTD.) Clifton House, Euston Rd, London, N.W.I. * 


It is generally accepted, and has been widely 
advocated, that fluids should be administered during 
sulphonamide therapy in quantities sufficient to main- 
tain large daily urinary volumes. Many physicians 
have established Alka-Zane as a systemic alkalizer 
in rendering and maintaining the urine neutral or 
slightly alkaline. 

Alka-Zane is composed of sodium, potassium, 
calcium and magnesium — the four principal bases 
of the alkali reserve —in the readily assimilable 
form of carbonates, citrates and phosphates. There- 
fore, Alka-Zane supplies not only one but several 
of the alkaline salts. 

Alka-Zane is a pleasant-tasting, invigorating drink, 
and is exceptionally well tolerated by the patient. 


ALKA-ZANE 


Wartime address : 


WILLIAM R. WARNER & CO., LIMITED, 150-158 KENSINGTON HIGH STREET, LONDON, W8 
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DIENOESTROL-BOOTS 


FOR MENOPAUSAL DISORDERS 


Dienoestrol—Boots, a new synthetic oestrogen, may be used 
in a wide variety of gynaecological conditions and is particu- 
larly suitable for the treatment of menopausal disorders on 
account of its very low toxicity. 

Dienoestrol is more potent than Stilboestrol or Hexoestrol 
(Synthovo), and the ce. age dosage is from o.1 mg. or 
0.3 mg. once or twice daily. 


Tablets of o.1 mg. Tablets of 0.3 mg. 7 

Bottles of 100 .... ... 2/61 Bottlesof too ... ... 3/2 


ID 


Further information gladly sent on request to the 
MEDICAL DEPARTMENT 
BOOTS PURE DRUG COMPANY LIMITED NOTTINGHAM 


Dependable Analgesic 


Action 
Through Local and Systemic Influence 


In rheumatoid conditions, in myalgia, lumbago and influenzal 
infections, Bengué’s Balsam usually produces rapid relief from pain. 


Myalgia Through local decongestive action and systemic salicylate influence, 
‘ Bengué’s Balsam quickly allays joint and muscle discomfort. 
. Swelling subsides, and greater motion becomes possible ; resolution 
Shememeld is promoted and restoration of function is hastened. 
Conditions The systemic action of Bengué’s Balsam, produced by cutaneous 


absorption of Methyl Salicylate, never leads to the gastric irritation 
so often encountered in the oral administration of Salicylates. 


Lumbago 


BENGUE’S BALSAM 


A generous sample will be sent upon request. 


4 
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NASAL CATARRH Signposts for 


The vapour of ‘ Benzedrine’ Inhaler diffuses throughout the entire 
nasal cavity, reaching and relieving congestion wherever it exists. 
Used in the early stages of nasal infection it helps to abort or 
shorten conditions that might otherwise proceed to more serious 
complications. Compact, convenient, effective — ‘ Benzedrine’ 
Inhaler is of inestimable service in preventing loss of time and 
efficiency through head colds and 
other rhinological conditions. 


Samples and literature on request. 


MENLEY & JAMES LIMITED (Weg 


COLDHARBOUR LANE LONDON © &.E.5 
oe 


For the Treatment of 


HAEMORRHOIDS 


Rapid and certain: relief from inflamed and 
painful hemorrhoids may be obtained by 
treatment with ‘Proctoids’ Hzmorrhoidal 
Suppositories. ‘Proctoids’ combine the anti- 
septic and astringent properties of zinc oxide 
and boric acid, and the antiphlogistic properties 
| of bismuth oxyiodide. Ephedrine Sulphate is 
included for its vaso-constrictive and astringent 
effect. 


HAMORRHOIDAL SUPPOSITORIES. 
CLIFTON HOUSE, EUSTON: "ROAD, LONDON, 


(Sole distributors for Petrolagar Laboratories Ltd.) 


BENZEDRINE 
SINUSITIS 
| 6 Bad) 
eS 4 
7 ? 
: ) f 
IN BOXES OF 
10 
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Neoarsphenamine -(Evans) 


Progressive research at The Evans Biological Institute has yielded a highly 


purified neoarsphenamine of exceptional quality. 


Batch Uniformity 


Evarsan shows uniformity in chemical and biological 


properties from batch to batch, 


Low Toxicity 


Animal tests show that the toxicity is at least nineteen 


per cent. lower than the official minimum require- 


ments for neoarsphenamine. 


High Therapeutic Activity 


Despite low toxicity, therapeutic activity is maintained 


at a high level and.for most batches is about fifteen per 


cent. higher than the official minimum requirements. 


Stability 
Evarsan exhibits a high degree of stability. 


Manufactured and tested under Approved by the Ministry of 
U.K. Manufacturing Licence Health for use in Venereal 


Full details of the use of Evarsan and other Evans products in the 
treatment of syphilis are contained in a handy pocket-book ‘* The 
Treatment of Syphilis’’ free on request to:— 

Liverpool: Home Medical Department, Speke, Liverpool, 19. 
London: Home Medical Department, Bartholomew Close, E.C.1. 


MEDICAL EVANS PRODUCTS 


Made in England by 
EVANS SONS LESCHER & WEBB LTD. M 43 
11 
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TRADE MARK 


oxophenoxide tartrate 


has been produced specially to meet the growing 
demand for an arsenical suited to the shorter 
and more intensive methods of treating syphilis. 

Repeated tests indicate that, both in the 
destruction of superficial treponemata and in 
the reversal of positive serological reactions, 
*Neo-Halarsine’ compares favourably with neo-' 
arsphenamine. 

The average dose for an adult man is 0:09 
gramme, for a woman 0:06 gramme. 

Solutions retain their full therapeutic effi- 
cacy and freedom from toxicity for at least 
twelve hours after being made up. 

Supplied in ampoules of 0:045, 0:06 and 0:09 


_ gramme packed singly or in boxes of ten. 


Manufactured by 
MAY & BAKER LTD. 


™™ék 5 TRI BU T OR SK 
PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD. DAGENHAM 


12 
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IMPROVED CONTROL 


Globin Insulin (with Zinc), ‘Wellcome’ brand, is a.clear solution 
with an action which is quick in onset and moderately prolonged in 
duration. This feature gives improved control of the blood-sugar 
level in many cases of diabetes, enabling them to be satisfactorily 


maintained on a single daily injection. 


GLOBIN INSULIN 


(with Zinc) 
‘Wellcome’ 


~ brand 


Bottles of 5 c.c., 40 units per c.c. 2/6. 
Bottles of 5 c.c., 80 units per c.c. 4/5. Further information supplied on request. 


“tex 


BURROUGHS WELLCOME & CO. 


(The Wellcome Foundation Ltd.) 
LONDON 


ASSOCIATED HOUSES : NEW YORK MONTREAL SYDNEY CAPE TOWN BOMBAY SHANGHAI BUENOS AIRES 
4 
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The Carbohydrate of First Choice 


Dexirin-Maltose is an ideal form of carbohydrate for the modification of 
cow’s milk for infant feeding. 

It is readily digested and rapidly absorbed. 

It is better tolerated and may be given more freely than lactose or cane sugar. 
, Dextrin-Maltose is often tolerated better than glucose and is a valuable food 
for older children and adults, especially for the correction of undernourishment, 
gastro-intestinal disturbances and o:her conditions where the digestive abilities 
are weak. 

Allenburys Dextrin-Maltose No. | is a mixture of soluble carbohydrates entirely 
free from starch, lactose and cane sugar, and contains in addition 2 per cent. of 
sodium chloride. 


Adequate supplies are available. 


DEXTRIN-MALTOSE 


ALLEN & HANBURYS LTD+ LONDON: E-2 


TELEPHONE: BISHOPSGATE. 32Q/ (/2 LINES). TELECRAMS: GREENBURYS, BETH, LONDON” 

= @ 
Total Liver Extract for 
Parenteral Injection 


Is produced by improved processes which 
conserve all the known hematopoietic 
principles of the whole liver; it gives 
no reactions for histamine or undesirable 
a protein. Hepolon approximates to the 
. extract described by Gansslen ; later extracts 
have been described as of narrower 
therapeutic value. 


* Hepolon not only passes the highest clinical. 
tests for potency against pernicious anemia 
but contains Whipple’s factor, Wills’s factor, 
riboflavin, nicotinic acid, and the hematinic 
minerals of liver. 


O O N Ampoules of 2c.cm, : box of 6, 6/-, box of 12, 11/6, and box of 24, 
| | E | :: 22/-. Rubber-capped vial of 10 c.cm., 5/-, and of 30 c.cm., 12/6. 


ALLEN & HANBURYS LTD - 


EPHONE® BISHOPSCATE 3201 (/2 LINES 
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HEPATITIS AFTER YELLOW FEVER 


INOCULATION 
RELATION TO INFECTIVE HEPATITIS 


G. M. FINDLAY, CBE, MD, DSC EDIN., MRCP 
BRIGADIER 


N. H. MARTIN J. B. MircHELL 
BM OXFD, MRCP, FRIC MBLOND., MRCS 


MAJOR RAMC CAPTAIN RAMC 


I. CLINICAL AND PATHOLOGICAL FINDINGS 

INSTANCES of jaundice following inoculation with yellow 
fever vaccine were first observed in 1934. It was then 
thought that the jaundice was fortuitous, the persons 
attacked having contracted infective hepatitis, which 
was known to be widely distributed in Africa. Normal 
human serum was being used at the time as a vehicle 
during desiccation for the neurotropic strain of yellow 
fever virus then employed as a vaccine; in addition, 
0-5 ml. per kg. body-weight of human yellow fever 
immune serum was injected into the subject at the same 
time as the vaccine. In 1936 and 1937, when using the 
attenuated pantropic yellow fever virus strain 17D, 
with and without additional injections of human immune 
serum, further instances of jaundice occurred. The 
cases became so numerous that they could no longer be 
considered fortuitous. 

In a series of communications (Findlay and Mac- 
Callum 1937, 1938, Findlay, MacCallum and Murgatroyd 
1939)* it was demonstrated that the icterogenic agent 
bore no relation to the strain of yellow fever virus used, 
and that it was derived from the human serum used as a 
vehicle in the preparation of the vaccine. It was further 
shown that the agent had many of the properties of a 
virus, though attempts at animal passage failed and no 
characteristic lesions could be produced on the chorio- 
allantoic membrane of the developing chick embryo. 

Similar outbreaks following prophylactic inoculation 
against yellow fever were recorded by Soper and Smith 
(1938) and by Fox and others (1942) in Brazil, and among 
the armed forces of the United States (J. Amer. med. Ass. 
1942, 120, 51) where no less than 28,585 cases were 
reported. 

From 1937 to 1940, Findlay and MacCallum in England 
had been storing all human serum for a month before use, 
rejecting any from donors who during that period showed 
any sign of ill health; farther, immediately before use, 
the human serum was heated to 56° C. for 30 minutes 
and filtered through a Seitz filter. At this time virus 
17D was being grown in a human serum—Tyrode medium 


TABLE I—INCIDENCE INFECTIVE HEPATITIS AND POST-INOCULA- 
TION JAUNDICE IN EUROPEANS 


Cases of Cases of Casesof Cases of 
| ective stinoc. infective postinoc. 
hepatitis jaundice hepatitis jaundice 
1941 1942 (cont.) 
Aug. 5 Sept. 19 : 
Sept. 3 | Oct. 3 bs 
Oct. 3 Nov. 
Nov. 3 Dec. 1l 17 
Dec. 3 
1943 
1942 Jan. 7 200 
Jan. 3 Feb. 14 163 
Feb. 4 Mar 13 178 
Mar. 7 Apr 12 106 
Apr. 6 May 14 18 
May 3 June 8 6 
June 6 July 10 ' 1 
July 9 ve Aug. 5 ; 
Aug. 14 | - Sept. 6 
Total 195 689 
containing minced chick embryo. Four’ thousand 


prophylactic inoculations were given in this period 
without incident. The yellow fever vaccine involved 
in the present outbreak was prepared by injecting 
developing chick embryos, in vivo, with virus 17D, the 
infected material therefrom being suspended in human 
serum as a vehicle during desiccation. 

Apart from these four outbreaks following inoculation 
of yellow fever vaccine prepared with human serum, 


“® References will be found at the end of part 2. 
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other outbreaks of jaundice have followed the parenteral 
injection of presumed normal human blood, plasma or 
serum. Further details of these outbreaks may be 
obtained from papers on jaundice associated with 
(a) glycerinated humanised lymph (Lurman 1885) ; 
(6) measles immune serum (McNalty 1938, Propert 1938, 
Johnson Jervis 1940, Ministry of Health 1943) ; 
(c) mumps immune serum (Ministry of Health 1943) ; 
(d) transfusion of normal whole blood, plasma and serum 
(Ministry of Health 1943, Beeson 1943, Morgan and 
Williamson 1943). 


Present Outbreak 


The trend of the present war necessitated the presence 
in endemic yellow fever zones in Africa of considerable 
numbers of Europeans as well as of Africans serving 
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Fig. 1—Incidence of infective h iti 


and p 
from August, 1941, to August, 1943. 


ulation j 


outside their country of origin. It was therefore import- 
ant to detect any case of yellow fever at the earliest 
moment, for, even though wholesale prophylactic inocu- 
lation had largely allayed anxiety, there was always the 
hazard in dealing with large numbers that a few might 
have escaped immunisation. Ever since Gouy’s ob- 
servations in 1874 the difficulties of differentiating yellow 
fever from other jaundice-producing diseases have been 
well recognised. In this command, therefore, every case 
of jaundice in military personnel has been notified what- 
ever the presumed cause. It has thus been possible to 
get an idea of the incidence of infective hepatitis month 
by month. From August, 1941, until September, 1943 
(see fig. 1 and table 1), among Europeans only 195 
cases had occurred, the monthly incidence being low 
except in August and September, 1942, when 14 and 19 
cases were recorded as the result of an outbreak in a 
particular area, and again from February to May, 1943, 
when 14, 13, 12 and 14 cases per month were reported. 
Late in December, 1942, the notifications for jaundice 
began to rise rapidly, and it was noted as possibly insig- 
ficant that many of those suffering from jaundice had 
been inoculated against yellow fever at the same times 
and places. As the notifications continued to increase in 
January, it was found that the cases followed injection 
of particular batches of yellow fever vaccine 1 
between Sept. 19 and Dec. 31, 1942, though in one 
instance there is reason to believe that an icterogenic 
vaccine was used in February, 1943. The main fury of 
the outbreak was spent by the end of April, 1943, and the 
last attributable notification was received in the beginning 
of July. 

In all, 689 cases were recorded as being due to yellow 
fever vaccine inoculations, this total comprising Army, 
Air Force and Naval personnel, with a few civilians. 
The numbers refer only to those cases occurring in West 
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Fig. 2—Latent period from yellow fever i lation to first 
of hepatitis in 670 cases. 


Africa, though we know of 15 other persons inoculated 
with the same batches of vaccine who developed jaundice 
while serving in other areas in Africa. The total number 
of persons inoculated with the icterogenic vaccine is 
not known, so it is not possible to calculate the incidence 
of jaundice relative to thetotalnumbers. Fox and others 
(1942) in Brazil, for one batch of icterogenic vaccine used, 
found a calculated incidence of 7-66% developing jaun- 
dice. Isolated small groups which we have been able to 
examine suggest that in this West African outbreak the 
incidence was much higher. Thus in one unit where 61 
persons hafl all been inoculated at the same time, 45 
developed symptoms suggestive of hepatitis, and of these 
38 developed clinically manifest jaundice, an incidence 
of 62%. 
LATENT PERIOD 

The long latent period which precedes the onset of 
jaundice in these outbreaks, as in the outbreaks following 
administration of measles immune serum and other blood 
products, has always been a matter for comment. 
Among 670 cases in the present series, in which the date 
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Fig. 3—Latent period in a group of 42 casesinoculated andthe longest 

at the same time and place. 239 days (fig. 
2). The significance of latent periods of 200 days and 
over is open to question because of the presence of 
infective hepatitis in the population. This variation in 
latent period was observed in earlier outbreaks. Findlay 
and others (1939) found a latent period of from 35 days to 
74 months. Fox and others (1942), for two batches of 
vaccine, gave average periods of 124-6 and 142-8 days, 


cases occurring as early as 14 days after inoculation.’ 


The length and variation of the latent period has some- 
times been cited as an argument against a virus being the 
causal agent in postinoculation jaundice. It must be 
remembered, however, that some well-established virus 
infections have long and variable latent periods: thus 
several cases of rabies have been reported as occurring 
more than 12 months after the initial exposure (Stuart 
and Krikorian 1932, Hajare 1933, Iyengar 1933), though 
the usual incubation period is 3-6 weeks. 

Variations in latent periods might be explained by a 
difference in the amount of icterogenic agent in different 
batches, or by the individual susceptibility of the subject. 
In a group of 42 officers and men inoculated at the same 
time and place, the latent period varied from 58 to 118 
days with a mean of 86 days (fig. 3). Further, 17 officers 
and men inoculated at the same time and place as the 
person with the longest latent period (239 days) had an 
average latent period of 95-6 days, while 64 officers and 
men inoculated at the same time and place as the person 
with the shortest latent period (26 days) had a mean 
latent period of 125-6 days. These observations suggest 
that individual susceptibility is the principal cause of 
variation in the latent period. 


AGE AND SEX 

The group comprised 685 males and 4 females; the 
majority lay between the ages of 20 and 40 years, and 
having but recently arrived in the tropics were phy sically 
fit before the onset of symptoms associated with the 
disease. There was no evidence that any common 
dietetic factor could have contributed to the outbreak 
and none showed any evidence of any food deficiency. 
As the inoculations of vaccine were carried out at so 
many different times and places the question of contamin- 
ated syringes does not arise. 

During the period 1934-37 it was observed, when 
inoculating Colonial officials, that the disease was more 
severe among the older age-groups; Fox and others 
(1942) noticed the same tendency in Brazil. 

In 431 cases where grading of severity could be made 
with reasonable accuracy, we obtained the following 
figures in regard to age and rank :— 


Group Min, age Maz. age Av, age Cases 
Mild cases 55 27°8 369 
Moderate cases 20 42 53 
Severe cases .. 27 47 9 

Group Officers Other ranks Civilians Cases 
Mild cases 327 9 369 
Moderate cases 9 bd ee 0 wb 53 
Severe cases .. 4 att 5 0 9 


The increase in the incidence of severe cases with age is 
partly responsible for the proportionately large numbers 
of officers in the severe group. It is also of interest that 
of 14 relapses, 7 were in officers, while of 15 persons in- 
valided home for hepatitis, 9 were officers. That officers 
as ac are more often and more severely affected than 
other ranks has been observed both here and in other 
theatres of war in epidemics of infective hepatitis not 
attributable to inoculation. 


SYMPTOMS 

Symptoms often preceded frank icterus by a consider- 
able though variable time: in 644 cases in which reliable 
information could be obtained this variation was from 0 
to 56 days with an average of 7 days. The duration of 
preicteric symptoms showed no correlation with the 
latent period (table 11). 

Preicteric symptoms, beginning insidiously, were in. 
the main visceral. Loss of appetite, nausea, lassitude 
and vague abdominal discomfort were the usual story, 
though occasionally the abdominal pain was severe 
enough to suggest biliary colic or duodenal ulceration. 


TABLE II—PREICTERIC PERIOD IN RELATION TO LATENT PERIOD 


Latent period A icteri 

nt perio Vv. pre c onges 

(days) No. of cases Period (days) preicteric 

periods (days) 
20— 29 1 20-0 20 
30-— 39 2 13-0 1-25 
40- 49 4 7-2 es 
50- 59 4 6-2 8 
69 17 7:2 0-12 
70- 79 60 8-2 0-32 
90- 99 128 6-9 
100-109 118 5-9 
110-119 49 0-14 
120-129 15 4-6 
130-139 | 40 4-3 | 0-14 
140-149 75 5-7 
150-159 | 5 4-7 1-8 
160-169 | 5 10-4 
170-179 | 1 4-0 | y% 
180-189 2 
0-199 3 3-7 | 2-5 

200-209 | 1 70 . 
210-219 1 3-0 | 3 
230-239 1 


Anorexia not infrequently increased as the day pro- 
gressed, the evening meal being poorly tolerated. 
Several patients commented on the fact that, though 
hungry, the sight of food made them lose their appetite. 
Many had a nasty taste in the mouth and flatulence. 
Fever was not a striking feature ; temperatures of 99°- 
100° F. were observed in the preicteric period. 

In many of the mild cases the onset of clinical jaundice 
was associated with an improvement in symptoms, though 
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in the mederate and severe cases the 
remained or became more severe with the appearance of 
jaundice. 

Perhaps the most distressing symptom was the profound 
mental depression which continued in many cases for some 
time after more objective symptoms had disappeared. 
In a few cases insomnia complicated and increased the 
depression, which tended to be accentuated by the moist 
tropical climate. In moderately severe and severe cases 
the loss of weight was often considerable, amounting 
sometimes to a stone or more. Once convalescence was 
established patients often developed a voracious appetite, 
especially for meat. Often for two to three months 
after returning to work patients complained that they 
tired easily and found mental concentration difficult. 

Other symptoms require only brief mention since they 
were present in a very small number of the 432 patients 
whose symptoms were exhaustively analysed. 

Joint pains were complained of by 24 patients (55%); the 
pains were unattended by any swelling of the joints, while the 
TABLE III—PRESENTING SYMPTOMS AND SIGNS IN 432 PATIENTS 


Key no. Symptom or sign | No. of times | Frequency (%) 
1 Loss of appetite .. 243 | 56-2 
2 Nawea .. 213 49°3 
3 Laseitude 102 | 3-6 
+ Epigastric pain | 93 I. 5 
6 Bad taste in mouth’ | 87 | 20-1 
6 on | 72 16-7 
7 Vomit ag and retching 62 
8 57 13-2 
9 | 25 5-8 
10 Other abdominal pain | 22 51 
il Flatulence .. a 19 4-4 
12 Giddiness .. we | 16 3-7 
13 Fever 15 3-5 
14 Backache .. os 12 2:8 
15 Joint op } 10 2:3 
16 Mental depression 5 1-1 
3 
re de 

19 Insomnia os we 3 0-7 
20 Hea: 3 0-7 
21 Pains of neck 2 0-5 
22 “* Blackout | 1 0-2 
23 Palpitations 1 0-2 
24 Muscle pains 1 0-2 
25 Blurred vision 1 0-2 
26 Hiccough .. 1 . 0-2 
27 Dysphagia ae 1 0-2 

1 Liverenlarged .. | 157 36-3 

8. Bile in urine 2] 140 32-4 

3 Jaund 58 | 13-4 

4 Spleen enlarged 44 11-8 

5 t stools a 17 3-9 

6 rashes | } 1-8 


joints involved were as a -_ the larger feintiabeleaihala: knees 
and hips. In 10 patients the pains were present either ‘before 
or at the time as icterus first appeared ; in 14 other cases the 
arthritic pains came on from the third to the fortieth day 
after the onset of jaundice. Arthritic pains are by no means 
uncommon in patients with infective hepatitis and are speci- 
ally noticeable in Africans, in some of whom, before the 
appearance of jaundice, a tentative diagnosis of gonorrheal 
arthritis has been made. The duration of the joint pams was 
very variable : in one case they lasted for 21 days, in another 
for only 24 hours on the first day of illness, 10 days before the 
onset of icterus. This case is of some interest, not only 
because of the pain in the left shoulder-joint but because the 
epigastric pain was so intense that a duodenal ulcer was at 
first suspected ; 34 years previously the patient had a per- 
forated gastric or duodenal ulcer, but had no recurrence of 
symptoms after operation until his present illness. Ford 
(1943) refers to 13 cases with joint pains seen in the Wembley 
outbreak of infective hepatitis. Joint pains cannot therefore 
be regarded as specific for postinoculation jaundice. 

Insomnia was a striking symptom in 24 cases ; pruritus in 
16. Fourteen patients complained of heartburn, but in only 
3 was this a presenting symptom. A sore throat was noted in 
11, in 9 of which the symptom came on in the first four days of 
illness ; on examination the pharynx was congested. Blurred 
vision was complained of by 3 patients, in one case on the 
first day of icterus, in the others on the second and third days. 
In severe cases there was often suffusion of the conjunctive 
before the onset of jaundice. Dysphagia occurred in 3 other 
patients early in the disease. 

Dysuria was present in one patient on the first day of icterus. 
Involvement of the central nervous system was rare, though 
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TABLE IV—DAYS OF APPEARANCE OF SYMPTOMS IN 432 PATIENTS 


we! Sig esses ei 
i Bigg = 2 § 3 

s = eects 

< = is aid = SE 

1 243 213/135, 93° 62 102 72 57 17\251916 22 10 3 
2 8 5 4 5 Si Gal 
3 8, 19 2 6 3 7 1) 8) 
4 6 3; 11 6 4 3 6 6 3 2 1 
5 7 16 1 5 2..| 3 
6 5 3 9 2 3 8 
7 3 4 7 4 ae 3 3,442 3 1); 2).. 
8 3 5 4 5 Bi 5 .. 3 
9 2 6; 2 1 5 2 3 3 
15 1 1 2; 3 3 4 2 2) 
17 2 2 2 3 3] 2 Bisel os | 
19 1 3 1 3 1 Bos 
20 8 8 4 3 6 1 5 3.5 43 ..|; 246 
30 2 1 1 3 3 | 1 3| 2 
101 17 4745 31 40 2424 


Total 287 239 


168 135 124 194 | 
dizziness was not uncommon; deafness was noted once, on 
the twentieth day of illness, while one patient developed 
unilateral paresis of the 7th and 9th cranial nerves. The 
association with torticollis in one instance, with otitis media and 
otitis externa in one each and with boils in 3 cases was probably 
fortuitous. No meningitic symptoms were seen. Two 
atients had cervical adenitis but failed to show a positive 
aul-Bunnell reaction. A few cases of infectious mono- 
nucleosis with jaundice have been recorded in the command. 
Symptoms of acute bronchitis came on in 4 patients from the 
fourth to the eleventh day after the onset of icterus, while in 
one case the onset of jaundice was associated with symptoms 
of asthma. 
Apart from the abdominal uneasiness, sometimes amounting 
to actual pain, complaint of abdominal pain was not common. 
A few patients had backache, pain at the back of the neck or 


TABLE V—AGGREGATE SYMPTOMS AND SIGNS IN 432 PATIENTS 


No. of times 


Key no. Symptom or sign resent Frequency (%) 
1 Anorexia 314 72-7 
3 | pais 
4 tpigastric p 34-2 
5 Bad taste in mouth 142 32-9 
7 Vomiting or 137 31-7 
3 tude 132 30-6 
6 , Constipation . . se 125 28-9 
8 | Headache 101 23-4 

10 | Other abdominal pain 48 11-1 
iarrhoa ae 47 109 
Flatulence . 45 10-4 
12 Giddiness ° 31 732 
is | Joint yal 

oint pains “ 
19 Insomnia .. ' 24 55 
13 Fever 20 46 
1 Pruritus 16 3-7 
20 | Heartburn ae 14 3-2 
16 Mental depression 12 28 
18 Sore throat .. 11 2-5 
Pain in the a's 5 1-2 
26 Hiccough 5 1-2 
24 Muscle pains . 5 1-2 
23 Paipitations . 3 0-7 
2 | Blurred vision 3 0-7 
27 Dysphagia . oe 3 0-7 
Biliary colic .. 2 0°5 
21 Pain at back of neck. . 2 0-5 
22 ** Blackout ” .. 2 0-5 
Dysuria She <n 1 0-2 
Uneasy incontinence 1 0-2 
Deafness 1 0-2 
sweats 1 0-2 
Extreme restlessness 1 0-2 

3 Jaundice ie 432 100 

2 Bile in urine . ee | 432 100 
1 | Liver enlarged be 240 55°5 
2 | Spleen enlarged ci 210 48-6 
5 { stools .. 77 17°8 
6 kin rashes be 20 4-6 
Herpes labialis as 2 0-5 
Melrena 1 0-2 
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myalgic pains, in dhe calf 
complained of considerable pain in the intercostal spaces of 
the left side, suggesting an imtercostal neuralgia, 


Table 11 lists, in order of frequency, the various 
presenting symptoms, and table Iv lists the day of the 
disease on which symptoms appeared. Table v gives the 
aggregate symptoms and their percentage frequency. 
The figures in table Iv are in some cases smaller than in 
table v, because the day of onset of certain symptoms 
was not accurately recorded. 


PHYSICAL SIGNS 


The presenting and aggregate signs are set out in 
tables 111 and v. 

Jaundice was present in all the 432 cases. Its duration 
could be determined accurately in 386 cases and is corre- 
lated against severity of the case as a whole as follows : 


Av. duration Marimum Minimum 
Group Cases of ic duration duration 
(days) (days) (days) 
Mild 26-6 66 ax 8 
Moderate .. 49 86 22 
Severe 6 82-2 126 52 


Icterus was first seen in the conjunctive, later in the 
mucous membranes and skin. It disappeared in the 
reverse order. 

Liver enlargement oceurred in all moderate and severe 
and in most of the mild cases at some stage of the disease. 
Out of 216 cases the liver was just palpable below the 
costal margin in 101, enlarged 1 in. in 49, 2 in. in 49, 
3 in. in 11, 4 in. in 4 and 5 in. in 2 cases. While the size 
of the liver usually returned to normal, as shown by 

hysical examination, before the patient left hospital, 
it was not uneommon to find a palpable liver in persons 
returning for examination three or four months after the 
initial attack. In only 146 cases (33-8%) of enlargement 
was the liver definitely tender ; in 2 of these there was 
extreme nodal tenderness suggestive of gall-bladder 
disease though there was no ancillary evidence to support 
such a diagnosis. 

Enlargement of the spleen was demonstrable in 59 
(13-6%) cases. This incidence is of the same order as 
that in Europeans in West Africa suffering from infec- 
tive hepatitis, unassociated with yellow fever inoculation. 
In 5 cases the spleen was tender. In 2 of these tenderness 
coincided with the onset of icterus, in the other 3 it was 
not noted till the eighth, eleventh and twentieth days 
after admission. An enlarged non-tender spleen was 
observed in 44 cases on admission and in 15 cases from 
the sixth to the twentieth day. Cases with intercurrent 
malaria are of course excluded. Enlargement of the 
spleen is a fairly common nianifestation of infective 
hepatitis. It was noted in the extensive epidemics in 
the Middle East in the first World War and in the present 
war Cameron and others (1943) described from the 
Middle East enlargement of the spleen in 27% of their 
cases of infective hepatitis. Splenic enlargement is not 
then a point of difference between postinoculation jaun- 
dice and infective hepatitis. 

Abdominal tenderness was found in 179 cases ; usually 
it was ill-defined but was most pronounced in the region 
to the right of the epigastrium. In 3 cases pain was 
referred to the right inguinal fossa and of sufficient 
severity to suggest appendicitis ; 5 cases had periumbili- 
cal pain and again an early appendicitis had to be 
excluded. In no case was a palpable tender gall-bladder 
demonstrated. 

Fever.—In the preicteric period a slight rise in tem- 
perature, usually not above 99° F., was a common finding 
except in the mildest cases. After the onset of jaundice, 
away was encountered in 76 patients (17-6%). The 

ighest temperature attained was as follows : 


In 50 cases between 99° and 100° F. 


» 17» » 100° 101° F. 
» ‘203° 202" F. 


In most cases the temperature fell in from three to 
four days, but in 11 cases there was prolonged pyrexia 
with an evening rise to between 99° F. and 100° F. for 
two to three weeks. 


Pale were in 7 (17%) "this is 
almost certainly an understatement due to the method 
of conservancy universal in West Africa. In 17 cases 
pale stools were recorded as present at the time of the 
onset of icterus; 41 patients developed pale stools 
during the first ten days of icterus. The duration of pale 
stools was as a rule short. 


CARDIOVASCULAR SIGNS 
Pulse-rates of below 60 per min. were present in 
42 cases (9°7%), with the patients lying in bed. In 
15 the pulse-rate was 56 to 60; in 13 between 51 and 
55; in 10 between 46 and 50 per min. Bradycardia 
usually developed in the second week of jaundice. 
Tachycardia, as judged by pulse-rates of over 90 at 


“complete rest, was present in 9 patients (2%) ; in 3 there 
‘was a persistent rate of 100 or more. 


No abnormalities 
in systolic or diastolic blood-pressure were observed. 

Two patients (cases 1 and 2) developed tachycardia 
with irregular rhythm followed by Da Costa’s syndrome, 
and one (case 3) developed bradycardia with ventricular 
extrasystoles, as follows : 

Case 1.—Aged 40. Symptoms lasted for 137 days. The 
principal features were constipation, anorexia and flatulence, 
giddy spells and fairly severe headaches, severe depression, 
very deep “ olive” jaundice, pale stools, bile in the urine and 
enlargement of the liver and spleen. 

Jaundice appeared on the 55th day of the disease. On this 
day tachycardia, rate 100, was noted (temperature and 
respirations were normal). On the 57th day the pulse-rate 
had increased to 120, and dropped beats and sinus arrhythmia 
were noted. Blood-pressure 108/84 mm. Hg. On the 58th 
day it was noted that the pulse-rate was slowed by coughing. 
This sign was very striking, the estimated rate after a cough 
being 50—60 per min., but this rate was only maintained for two 
or three beats, the pulse rapidly returning to its former quick 
rate. The tachycardia continued for 13 days, during which 
time the blood-pressure remained fairly constant and the 
heart sounds were of poor quality. Over this period the liver 
edge had moved from 1 in. to 4 in. below the costal margin. 
There was no cedema, and no engorgement of the cervical veins. 

On the 69th day, the patient was feeling considerably better 
in spite of the persistent depression and dyspeptic symptoms. 
The pulse-rate was 60 per min. and regular. Blood-pressure 
116/72 mm. Hg. On the 70th day the pulse-rate was 58 and 
on the 72nd day 46. On the 82nd day the patient complained 
of feeling his heart thumping especially on sitting up ; he was 
very depressed. The pulse-rate was 60. The liver edge was 
3 in. below the costal margin. On the 100th day, liver 4 in. 
below the costal margin. On the 127th day, he complained of 
palpitations, giddiness, and faintness on exertion ; treated by 
reassurance and graduated exercises. On the 137th day he 
still complained of palpitations but was able to perform 
strenuous exercises, and was then much more cheerful though 
the liver edge was still 2 in. below the costal margin. 

He was seen three months later looking very fit, and able to 
perform strenuous duties. No abnormal physical signs were 
found, the liver being no longer palpable. 


CasrE 2.—Aged 32. Symptoms lasted for 86 days. Began 
with diarrhea which lasted for 4 days, then anorexia, nausea, 
flatulence, hiccough and severe depression. Other features 
were fairly deep jaundice with troublesome pruritus, enlarge- 
ment of the liver 3 in., and of the spleen 1 in. below the costal 

margin ; bile and albumin i in the urine. 

On the 52nd day he complained of attacks which began with 
the sensation of the heart missing a few beats; he was con- 
scious of his heart’s impulse increasing in rate and force until 
it seemed to shake the bed. The maximum speed lasted for 
about ten minutes, and then the heart gradually slowed down. 
During the attack he felt very dizzy and had to liedown. He 
also complained of severe headaches. At its maximum the 
rate was found to be 144 per min. with occasional dropped 
beats; BP 150/88 mm. Hg. No signs of cardiac failure. At 
first these attacks occurred three or four times daily ; they 
then became less severe and less frequent during the next 25 
days. On the 53rd day an irregular pyrexia developed which 
lasted for 20 days ; the maximum temperature recorded was 
101-4° F. 

By the 78th day palpitations and giddiness, on exertion 
only, were complained of ; these symptoms responded rapidly 
to reassurance and graduated exercises. 

Casz 3.—Aged 42. Symptoms lasted for 31 days. Ad- 
mitted for investigation of chest. Chronic bronchitis and 
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pital, and 3 days later he complained of mild epigastric pain. 
On the 13th day of disease the jaundice began to fade. Onthe 
15th day coupled beats were noted which disappeared on 
exertion and were not again present ; the pulse-rate was 54 ; 
BP 118/78 mm. Hg. On the 24th day an electrocardiogram 
showed ventricular extrasystoles, otherwise normal in all 
leads, 
SKIN RASHES 

In 432 cases analysed, 24 or 5-5% exhibited some form 
of skin rash, These are summarised in table v1, in which 
is shown the nature of the rash, its time of onset relative 
to the onset of clinical jaundice, and its duration. 


TABLE VI—SKIN RASHES IN 24 out or 432 CASES 


as Onset in relation to Duration 
No. Type onset of jaundice (days) 
Urticaria days before 10 

3 7 2 

4 ” 7 ” ” 2 

5 ” 4 ” ” 2 

6 ” 4 ” ” 1 

7 ” 5» 99 1 

8 Few hours before 

9 we Same time 1 
10 2» 1 
11 a 1 day after 3 
12 5Sdays ,, 23 
15 { Urticaria 1 day before 1 

" ( Purpura 32 days after 5 
16 { Urticaria 1 day before 1 

Purpura 7 days after 6 
17 Purpuric lday ,, 2 
18 7 days ,, 4 
19 ” ,, 4 
20 Erythematous Same time 10 
i; ai 1 day after 2 
22 Maculopapular 25 days before 35 
23 | PA 3 days after 5 
24 Undescribed 2 days before 4 
Findlay, Dunlop and Brown (1931) described an 


erythematous rash resembling german measles occurring 
in the preicteric stage of a case of infective hepatitis in 
an adult’ male. Glover and Wilson (1931) also noted 
erythematous rashes in two or three cases in an outbreak 
of infective hepatitis in a public school, involving 94 
boys. Dunlop (1932), investigating an epidemic in 
Surrey, saw in small children a number with erythema- 
tous rashes usually starting in the preicteric phase. 
Pickles (1939), in describing the Wensleydale outbreaks, 
noted skin rashes in both the preicteric and icteric 
phases. In the 1929-30 outbreak the incidence of skin 
rashes appears to have been 4-5%. In 1935, in a second 
outbreak in Wensleydale, rubella-like rashes were again 
seen in the preicteric phase. Ford (1943) observed 
papular urticaria in 4 out of 300 cases in Wembley, 
and Cameron and others (1943) noted urticaria in 3 
cases of infective hepatitis in Palestine. Finally, in West 
Africa skin rashes of various types have been observed 
both in Europeans and Africans suffering from infective 
hepatitis unassociated with inoculations: the rashes 
were indistinguishable from those seen in the series 
here described. 

The following 5 cases illustrate the various types of 
rash seen. 

CasE 4.—Urticaria. (Inoculated against yellow fever 
Dec. 2, 1942; arrived West Africa Jan. 12, 1943.) Feb. 13, 
1943 : nausea, tightness across chest and lassitude. Feb. 14: 
itching rash on the external borders of the thumbs and then 
on the forearms, roughly symmetrical. Feb. 17: anorexia, 
dizziness and lassitude ; vomited once at night. Feb. 21: 
both left eyelids were swollen and the site of an urticarial rash ; 
a little later the same urticarial rash appeared on the back of 
the legs with one large patch on the outer border of the left 
hip; this large patch faded in about 36 hours; the fingers 
were now swollen and itching ; by the evening the eyelids had 
improved ; conjunctive jaundiced. Feb. 22: woke with 
the eyelids of both eyes closed up and large patches of urticaria 
on both buttocks ; the rash began to fade in the evening and 
in the next 24 hours had nearly disappeared. Feb. 24: 
general aching in the limbs ; liver | in. below costal margin. 
Thereafter no rash was seen and recovery was uninterrupted, 
but an icteric tint was still present in the conjunctive for about 

a fortnight. 


. 2, 1944 


5. ond purpura. (Inoculated against 
yellow fever Nov. 20, 1942; arrived in West Africa Jan. 8, 1943.) 
March 16, 1943: urticaria on the shoulders and chest which 
lasted for 24hours. March 17: complained of constipation and 
blurred vision and noticed that his eyes were yellow. . Subse- 
quently headache, aching in the knee-joints, mild rigors and 
sweating, and later, anorexia, nausea and diarrhea. Bile was 
found in the urine and both the liver and spleen were enlarged, 
Diarrhea continued for some days, with occasional vomiting. 
April 19: petechial purpuric rash was first noticed, nine spots 
on the back and seven on the abdomen, bright red spots about 
the size of a pin’s head, which did not fade on pressure. 
April 22 : new spots appeared and there were now fifteen spots 
on the abdomen and nine onthe back. April 28 : spots almost 
faded, no symptoms. 

Case 6.—Purpura. (Inoculated against yellow fever 
Dec. 12, 1942.) Suffered from infective hepatitis in England 
in 1925. April 2, 1943: complained of constipation and 
lassitude and noted dark urine. April 9: anorexia and pale 
stools. April 12: jaundice of conjunctive, bile in the urine. 
April 17: liver 1 in. below the costal margin. April 19: 
jaundice fading rapidly ; purpuric spots identical with case 
2 noted, five on the back and five’on the chest and abdomen. 
April 21: twenty-two spots on the back, and ten on the 
abdomen and chest. April 28: rash has now disappeared ; 
n> symptoms. 


CasE 7.—Maculopapular. (Inoculated against yellow fever 
Nov. 29, 1942.) Feb. 25, 1943: noted dark urine. Feb. 28: 
jaundiced ; complained of epigastric pain, flatulence, con- 
stipation, weakness and dizziness. Bile was present in the 
urine. Jaundice was fairly well marked. Symptoms lasted 
for 48 days. The liver enlarged to | in. below the costal 
margin during the attack. Feb. 31 : some wasting of the sub- 
cutaneous tissues with myotatic irritability. The rash was 
noted on March 3, and consisted of red spots about 4 to } in. 
in dia:neter on the shoulders. The spots were slightly raised 
and itched so much that sleep at night was impossible. 
Sweating made the irritation worse. Some days later similar 
spots appeared around the axillz, on the abdomen and but- 
tocks, where they were most numerous. The spots on the 
shoulders began to fade about March 17, and had almost 
disappeared on March 29. On March 31, the patient said that 
all spots were now fading and those on the shoulders had 
practically gone. On the shoulders, the site of the earliest 
spots, there were very faint café-au-lait spots. On the back of 
the neck there was a dusky red irregular patch, about 34 in. 
vertically and 14 in. horizontally, the upper part of the lesion 
being obscured by the hair of the scalp ; it was not raised and 
did not fade on pressure. On the buttocks, upper and outer 
parts of the thighs, around the axille and on the back there 
were pale brown spots, still slightly raised, } to $ in. in dia- 
meter. There were similar spots just below and lateral to the 
nipples, and in addition raised red spots which faded on 
pressure, leaving a pale brown mark. Apart from the patch 
on the neck, all spots faded on pressure. The patient had never 
suffered previously from skin rashes and had not taken any 
sulphonamides or other drugs. Itching was worse whenever 
the patient became hot. Once the spots had appeared they 
remained and did not come and go. April 3: the rash had 
faded still further and the red spots had now all become 
brown ; stools light grey; liver enlarged | in. and a little 
tender. April 7: the patch on the back of the neck now fad- 
ing rapidly ; epigastric discomfort, backache, anorexia and 
slight nausea; no headache. April 11: jaundice has 
increased ; nausea, vomited four times in the night, also 
hypogastric pain followed by diarrhoea. April 16: jaundice 
fading quickly. April 20: very pale, coffee-coloured spots are 
allthat remain of therash. April 31 : discharged. 

(In the other case with a maculopapular rash the spots 
were distributed on the abdomen, chest and arms; itchink 
was also a well-marked feature, but the duration was only 
5 days.) 


Cask 8.—Erythema. (Inoculated against yellow fever 
Nov. 29, 1942, arrived West Africa Jan. 11, 1943.) On 
March 8, 1943, he began to suffer from nausea, anorexia and 
occasional vomiting, gradually increasing in severity. March 
29: icterus of skin, mucous membranes and conjunctive ; 
tongue clean, fair appetite, bowels regular, stools a little light 
in colour, apyrexial ; erythema on the abdomen, thorax and 
to a less extent on the back, not unlike rubella. April 2: 


rash blotchy and in places almost eczematous in type; no 
adenopathy or coryza ; 
Urine : 


liver enlarged 1 in. and tender. 
bile pigments and bile-salts present ; albumin a trace. 
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April 6: severe dyspepsia. 
gone. 

It will be seen that only two of the above patients were 
inoculated on the same date; there is thus no relation 
between the occurrence of erythema multiforme and any 
particular ampoules of yellow fever vaccine. Two cases 
of herpes labialis were seen. It is of interest that one 
patient who had had urticaria in 1940 and again in 1942 


April 7: much better, rash now 


had no urticaria in association with jaundice after the — 


injection of yellow fever vaccine. 


HMORRHAGES 


Apart from the purpuric skin rashes already referred 
to, hemorrhages were not common. Hzmaturia was 
observed in 4 cases, hematemesis in 4, one having bleed- 
ing gums in addition; one fatal case had hematemesis. 
In addition, epistaxis and subconjunctival hemorrhages 
were each observed in one case. Hemorrhages other 
than purpuric rashes were thus observed in 11 (2-5%) of 
eases. Illustrative cases are as follows. 


CasE 9.—Hematuria. May 8, 1943 : epigastric discomfort, 
dizziness, occipital headache, nausea, anorexia and constipa- 
tion. May 11: noticed dark urine. May 12: jaundiced. 
May 14: liver edge 2 in. below the costal margin ; jaundice 
was very deep; urine contained bile-salts, bile-pigments, 
albumin and numerous red blood corpuscles. May 
jaundice very faint ; no symptoms ; trace of bile in the urine 
but no red cells found. May 27: urine normal; no jaundice. 
No sulphonamides had been taken and no bilharzia ova were 
present. 

Case 10.—Hamatemesis. Feb. 8, 1943: anorexia, nausea, 
vomiting and severe abdominal pain. Feb. 12: jaundice 
noted. Feb. 15: jaundice very deep, liver enlarged 1 in. 
below costal margin; severe epigastric pain and vomiting 
were the principal symptoms ; stools pale but not quite clay- 
coloured ; urine contained bile, albumin, granular and hyaline 
casts. Feb. 27: without premonitory pain a profuse hemat- 
emesis occurred at 07.30 hours; BP 86/30 mm. Hg; hemo- 
globin 45%, very collapsed ; continuous drip blood-transfusion 
was begun, six pints of blood and one pint of plasma being 
given; occasional vomiting but no further hematemesis. 
March 1: vomiting ceased. March 12: melena still present. 
March 18: stools normal; hemoglobin 76%, red cells 
3,400,000 per c.mm.; urine normal. April 3: hemoglobin 
85%, red cells 4,100,000 per c.mm. 

Twelve years before, at the age of 18, he had begun to have 
symptoms suggestive of duodenal ulcer, but for three years 
before joining the army he had been entirely free from 
symptoms and during his service career of 21 months had no 
abdominal symptoms. 

CasE 11.—H temesis and bleeding gums. Feb. 4, 1943: 
treated for pains in the shoulders. March 1: noticed dark 
urine. March 6: noticed yellow eyes. March 7: passed 
tarry stools, felt faint and sweated ; jaundice of conjunctive, 
palate and skin present, spleen palpable and tender, mucous 
membranes pale; BP 112/84 mm. Hg, bile in urine. March 
9 : anorexia, nausea and vomiting began ; vomiting continued 
and after 7 days flecks of bright red blood were seen in the 
vomitus ; at this time the epigastric pain was severe and the 
jaundice was well marked ; liver edge 1 in. below the costal 
margin. March 24: symptoms less severe. March 26: liver 
enlarged 3 in., spleen palpable; vomited only once today. 
March 27: pain in the gums and bleeding from the gum 
margins, which are cedematous and bleed on rubbing ; bile, 
albumin and ketones in the urine. April 1: jaundice fading ; 
complains only of feeling depressed. April 19 : no symptoms ; 
jaundice very faint, no other abnormal physical signs. 

CasE 12.—Conjuncetival haemorrhage. March 24, 1943: 
sévere epigastric pain and nausea lasting for 10 minutes. 
March 25: icterus noticed ; bile in urine; anorexia, nausea 
and depression developed later. April 6: small subcon- 
junctival hemorrhage noticed in right eye. April 19: no 
symptoms; jaundice faint. 

Case 13.—Hamoptysis. Jan. 28, 1943: dizziness, nausea 
and abdominal pain : history of bronchitie attacks. Feb. 4: 
jaundice first noticed ; liver edge 1 in. below costal margin; 
bileim urine. Feb. 6: developed dry cough. Feb. 7: coughed 
up mucus with flecks of bright blood. Feb. 8 : scattered rhon- 
chi heard over the lungs, especially the bases; sputum 
showed no acid-fast bacilli; liver edge now felt 3 in. below 
costal margin. Feb. 10: no symptoms; liver edge 1 in. 
below costal margin. Uneventful recovery. 


CasE 14.—Epistazvis. Jan. 11, 1943: symptoms began. 
Jan. 23: jaundice noted. Jan. 28: epistaxis for an hour. 
Feb. 2: icterus index 50+. Feb. 6: jaundice fading. Feb. 
10: urine normal; liver still 2 in. below costal margin, 
but no symptoms. 


LABORATORY INVESTIGATIONS 


Red cells and hemoglobin.—Apart from one patient 
whose anzemia was directly attributable to his hamat- 
emesis, no characteristic changes were observed in the 
peripheral red blood-cells or the hemoglobin percent- 
age. Thus in 37 patients, examined to exclude anemia 
as a complication, the findings were : 


5-5-5 million per c.mm. and Hb. 97—103% in 18 cases 
5-4-5 ” ” 90-97% ” 12 
4-5-4 ” ” ” ” 75-90% ” ” 
4 -3 ” ” ” ” 60-75% ” 3 ” 


Profound anzmia is no more common in the hepatitis 
after yellow fever inoculation than it is in infective hepa- 
titis. One patient, aged 27, with a Hb. of only 60% and 
3,000,000 red cells per c.mm., was admitted with symp- 
toms of bronchial asthma, the first attack ever experi- 
enced. In no case have the red cells been as ow as in 
the case reported by Hill and Hausmann (1943) where the 
count was 2,300,000 per c.mm. Greenblatt and Kaplin 
(1943) claim that target cells are a constant finding in the 
blood of patients suffering from hepatitis after yellow 
fever inoculation. While no specific records were kept, 
we may say that target cells were not of such frequency in 
films as to excite comment ; moreover, target cells were 
found regularly varying from 3% to 6% of the whole, in 
an examination of films from two Europeans and four 
Africans suffering from infective hepatitis not associated 
with yellow fever immunisation. Target cells cannot 
then be regarded as a point of differentiation. 

Blood sedimentation-rates showed no. characteristic 
change, nor did the prothrombin index estimated by the 
method of Innes and Davidson (1941) exhibit significant 
variations from a parallel series of controls. 

Wintrobe and Shumacker (1933) observed a macro- 
cytic anemia in a case of infective hepatitis, associated 
with a histamine-fast achlorhydria, spontaneous re- 
covery taking place. We have not observed a parallel 
ease in this series. 

The leucocytes.—In the average healthy man the total 
leucocyte count may fluctuate between 4000 and 10,000 
with a mean of 7000 pere.mm. It was impossible under 
the conditions of the investigation to do repeated accurate 
leucocyte counts in more than a few cases. Out of the 
152 counts recorded, 11 or 7-2% were below 4000 and 71 
(46-7%) had counts of 6000 and under; 12 (7-9%) had 
counts of over 9000, and of these 4 were over 10,000. 
The relatively high leucocyte counts—9000 and above— 
were observed principally either in the early preicteric 
or in late convalescent stages. In those cases in which 
counts fell below 6000 there was a neutropenia with a 
relative increase in small lymphocytes and a slight 
increase in the large mononuclear cells. In a certain 
number there was a slight absolute lymphocytosis with 
occasional atypical monocytes. In the great majority, 
the neutropenia occurred in the 7-14 days of clinically 
manifest jaundice, the convalescent period being 
associated, if anything, with a slight leucocytosis. These 
findings are not different from those in infective hepatitis. 
In 3 severe cases in which the white-cell count was 
followed up, an absolute leucopenia persisted up to the 
39th to 43rd days, in each case being 3000 or under. 
No complicating disease was found in these patients to 
account for this neutropenia and they ultimately made 
an uninterrupted recovery. 

Icterus indices showed wide variation, and, just as the 
depth of clinical jaundice gave no indication of the 
severity of the disease, so the estimation of the icterus 
indices and the van den Bergh reaction were of little 
practical help. Both were of occasional use in establish- 


ing cases before icterus could be seen clinically, when the * 


icterus index could be observed to rise from 6 to 12. 
The icterus index and van den Bergh reaction had a use, 
too, in confirming cases of infective hepatitis sine jaundice. 

Liver-function tests.—A certain number of patients, 
slow in recovery and having clinical manifestations con- 
sistent with some degree of persistent liver damage, were 
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examined in the anes that they might shew evidence of 
impaired liver efficiency. The tests employed were : 


(1) the levulose-tolerance test ; 
(2) the levulose-tolerance test of Herbert (1939) ; 


(3) the prothrombin-index test of Innes and Davidson 
(1941) ; 

(4) cholecystography with ‘ Opacol.’ 

Out of the 10 cases examined by the normal levulose 
test and by Herbert’s modification, only 1 showed im- 
pairment of liver function. In:this patient the rise in 
blood-levulose after ingestion of 50 grammes of pure 
levulose was 48 mg. per 100 ml. in one hour, a normal 
maximum being taken as 30 mg. per 100 ml., the rise 
above the fasting level for pure levulose, as estimated 
by Herbert’s technique, being 16 mg. The prothrombin- 
index did not fall outside normal limits in 30 patients 
examined. Cholecystograms with opacol carried out in 
16 patients showed a well-marked delay of filling of the 
gall-bladder in 3. In the tropics it appears advisable to 
use a ‘‘ double divided dose ”’ technique with solution of 
the sodium tetraiodophenolphthalein in buffered distilled 
water, the cakes or lumps being crushed up as required. 

(Zo be continued) 


CARDIAC NEUROSIS 
AS A MANIFESTATION OF HYPOGLYCAMIA 


RAYMOND GREENE, DM OXFD, MRCP 
PHYSICIAN, EMERGENCY MEDICAL SERVICE 


DvRING the winter of 1940 and the earlier months of 
1941, four patients were admitted to hospital under my 
care with a previous diagnosis of effort syndrome (Da 
Costa’s syndrome). A fifth has more recently been 
added to their number. In each the symptoms and 
signs appeared to be related to hypoglycemia. Whether 
in each case the previous label was correct is a question 
of semantics with which I am not now concerned. 
Each patient had symptoms suggesting a cardiac abnor- 
mality, and each had a normal heart. 


CASE-RECORDS 

Case 1.—A sergeant, aged 48, formerly a policeman, 
began in September, 1940, to suffer from attacks of giddiness 
during exercise. ‘“‘ Everything went black” and sometimes 
hte fell to the ground, though he did not lose consciousness. 
He became very pale and sweated profusely. There was a 
throbbing pain in the region of the heart, going up into the 
neck to a definite point at the bifurcation of the common 
carotid artery. He felt that his heart was going to burst, 
and he was breathless, The attacks were followed by head- 
ache. Between these severe attacks he suffered from undue 
breathlessness on exertion and undue fatigue. After the 
attacks had gone on for two months he was admitted to 
hospital, where he was found to be a man of good physique 
and intelligence with a somewhat florid appearance. He 
blushed easily. The resting pulse-rate was usually in the 
neighbourhood of 90 per min., rising to 96 and occasionally 
dropping as low as 60. BP 135/90 mm. Hg. There was 
visible sweating during examination. There was an apical 
systolic murmur, of which he had been told, but no clinical 
or radiological evidence of heart disease. The glucose- 
tolerance test showed. values of 65 (fasting), 100, 105, 84 and 
80 mg. per 100 c.cm, Unfortunately the test was carried no 
further, for it is probable in the light of the more recent work 
of Harrison, Finks and Winston-Salem (1943) that much 
lower values would have been found in the 2—4 hour period. 
The patient was told to run along the hospital covered way 
untiltired. After about 200 yards he was unable to continue. 
The pulse-rate was 120 and the heart was visibly overacting. 
He was dyspneeic, pale and sweating profusely, and complained 
of severe pain in the left chest. He did not fall to the ground, 
but said that this was a typical moderate attack. The blood- 
sugar was 50 mg. per 100 c.cm. He was given a glucose 
drink. His symptoms ceased within two or three minutes 
instead of the usual twenty minutes. Thereafter all his 
attacks were rapidly aborted by taking sugar. 

CasE 2.—A private of 27 began to suffer from breathless- 
ness on slight exertion about three years before admission. 
About eighteen months before admission he was in hospital 
complaining of headache, dizziness and palpitations. In the 
last few weeks he had a cough and cold, and all his symptoms 
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His physique was very poor. During 
any examination his pulse-rate would rise to 100-120 per 
min., settling again afterwards to about 70. A glucose- 
tolerance test gave the figures 68 (fasting), 100, 106, 112 and 
82 mg. per 100 c.cm. An insulin-glucose test (Himsworth 
1940) gave a fasting level of 65, and, at ten-minute intervals, 
<30, <30, <30, 50, 67 and 96 mg. per 100 c.cm. (the method 
used does not allow readings below 30 mg. per 100 c.cm.). 
Almost immediately after the insulin had been given intra- 
venously the patient became very distressed, saying he was 
“‘in for one of his attacks.” He became dyspneic, sweated 
profusely, and complained of severe pain “‘in the heart.” 
His pulse-rate rose to 140. After thirty minutes the symp- 
toms subsided rapidly. Thereafter his attacks could always 
be aborted by taking sugar. 


Case 3.—A private, aged 26, formerly a baker’s rounds- 
man, complained of attacks of giddiness for five years accom- 
panied by breathlessness and pain over the heart, always 
brought on by exertion, but often only slight exertion, such 
as pushing his barrow. Between attacks he suffered from 
fatigue, headaches and flatulence. He had previously never 
been ill. He was married, with one child, a teetotaller and 
non-smoker who kept budgerigars as a hobby. He was only 
5 feet in height, of puny build and poor intelligence. The 
cardiac response to exercise was good. Pulse-rate 84 per 
min. BP 125/85 mm.Hg. Otherwise nothing abnormal was 
found on clinical examination. A glucose-tolerance test gave 
a fasting level of 91, and, at half-hourly intervals after 50 g. 
of glucose, 110, 75, 65 and 54 mg. per 100¢.cm. An hour and 
a half after taking the glucose he showed typical hypoglycemic 
effects accompanied by precordial pain and palpitations. A 
fortnight later the figures were 72 mg. fasting and after glucose 
90, 71, 63 and 77. At the end of the first test he was given 
sugar and immediately recovered. On the second occasion 
he had the same symptoms at the same time and recovered 
spontaneously in half an hour. On another occasion, his 
fasting blood-sugar was 80mg. He then ran 600 yards in five 
minutes, when an attack came on. The blood-sugar was 
found to be 60 mg. The attack was immediately relieved by 
sugar. An insulin-glucose test showed a fasting blood-sugar 
of 68 mg., followed, at ten-minute intervals, by values of 
<30, <30, <30, <30, 30, 49 and 62 mg. per 100 c.cm. 
Precordial pain and tachycardia were the only symptoms 
produced by these extremely low values. The pain came on 
within a minute or two and continued for about fifty minutes, 
after which it gradually ceased. The startlingly low blood- 
sugar values recorded in this case and case 2 without loss of 
consciousness suggest that the patients had become accus- 
tomed to them by long usage. 


Casr 4.—A sapper, aged 21, formerly a plumber, had 
always been healthy except for headaches which he had had 
about every three days for as long as he could remember ; and 
fainting attacks, which had occurred about once a month 
until the age of 18, but more frequently since. The fainting 
attacks were preceded by hyperpneea and were accompanied 
by pain “‘ round the heart.’”’ He had always found his head- 
aches depressing and his dislike of army life had increased 
his depression. He did not suffer unduly from dyspnoea 
except immediately before attacks of pain, but sometimes 
when at work his heart seemed to stop. He was a healthy 
looking man with a pulse-rate of 58-64 per min. and BP of 
130/80 mm. Hg. Nothing abnormal was found on clinical 
examination. A glucose-tolerance test showed a fasting 
value of 69 mg. and half-hourly figures of 110, 112, 62 and 
54mg. After the test he had slight precordial pain which was 
relieved by glucose. The insulin-glucose test gave a fasting 
value of 66 and ten-minute values of 60, 50, 32, 36, 52 and 
78 mg. per 100 c.cm. During the test he did not have a 
typical attack but was very somnolent while the blood-sugar 
was below 50. Hard exercise, however, always induced a 
typical attack which was always relieved by glucose. 


Case 5.—A gunner, aged 22, formerly a bricklayer, was 
admitted complaining of attacks of giddiness on exercise, and 
precordial pain, followed by eyeache and general headache, 
for eight years. He had congenital absence of the right 

storalis major muscle, but was otherwise an exceptionally 
well-built man. His pulse-rate was 72 per min. and BP 
140/85. The feet were very hot and sweaty. There was 
tenderness over McBurney’s point (X rays showed some 
appendicular stasis). A glucose-tolerance test gave a fasting 
value of 71, with half-hourly values of 86, 90, 87 and 60 mg. 
per 100c.cm. At two hours he had an attack of giddiness and 
precordial pain and sweated profusely. His pulse-rate rose 
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to 110. During an attack which occurred spontaneously 
his blood-sugar was found to be 70 mg. An attack was 
induced by exercise on an empty stomach, when the blood- 
sugar was found to be 55 mg. per 100 c.em. Both the spon- 
taneous and induced attacks were immediately relieved by 
glucose. 

DISCUSSION 

The signs and symptoms of Da Costa’s syndrome are, 
as Wood (1941) has pointed out, induced by the emotion 
of fear. This emotion produces somatic effects by in- 
creasing the output of adrenaline and thus the sensi- 
tivity of the sympathetic nervous system. The early 
signs and symptoms of hypoglycemia (unlike the late 
ones which are due to glucose-starvation of the brain) 
are likewise due to the excessive output of adrenaline. 
It is therefore only to be expected that the list of the 
signs and symptoms of Da Costa’s syndrome given by 
Wood should read like a list of those of hypoglycemia. 

That hypoglycemia may produce signs and symptoms 
suggestive of cardiac disease has been recognised for 
many years. Harris (1935) described the occurrence of 
tachycardia, palpitations, extrasystoles, a sense of suffo- 
cation and precordial pain in patients suffering from 
spontaneous hypoglycemia. Waters (1931) described 
a patient in whom paroxysmal tachycardia was precipi- 
tated by glucose deficiency. Messenger (1938) studied 
the cardiovascular signs occurring during insulin-shock 
treatment in mental disorder and noted flushing, pallor, 
increased pulse-pressure, ‘‘ pistol-shot sounds ’”’ over 
large arteries, capillary pulsation and ‘‘ to and fro” 
murmurs along the sternal border, all regarded by him as 
signs of an overacting heart. Sippe onl Donteck (1933) 
pointed out that in patients suffering from angina an 
attack may be precipitated by hypoglycemia, an observa- 
tion which I can confirm. They described one case in 
which typical attacks occurred only when the patient 
was hypoglycemic. Such cases may perhaps be related 
to the action of insulin in increasing cardiac output 
(Ernstone and Altschule 1931). Shillito (1934) described 
a patient whose typical ‘“‘ vasovagal”’ attacks were 
associated with hypoglycemia, an occurrence easily 
explicable in the light of the work of Grant and Pearson 
(1938) on the vasodilator effect of adrenaline. Previous 
writers do not appear to have realised the possible 
significance of their observations in Da Costa’s syndrome. 
Since my own observations were made, the relationship 
has been recognised by Harrison, Finks and Winston- 
Salem (1943), who described 31 patients who suffered 
from symptoms identical with those of Da Costa’s 
syndrome two or more hours after meals, reproducible 
by insulin and relieved by glucose. Though the symp- 
toms were always associated with a low blood-sugar, 
the glucose-tolerance test as usually performed was 
often an unreliable guide, partly because the symptoms 
were always at their height two to four hours after a 
meal and therefore after the end of the test, and partly 
because, whereas some patients may have attacks at a 
blood-sugar level of 70 mg. per 100 c.cm., others may 
descend to extremely low levels before symptoms begin. 
It is significant that only 3 of the 31 patients had a 
fasting blood-sugar of less than 80 and that 2 of them 
had curves of the lag-storage type rising to 190 and 260 
mg. per 100 c.cm. respectively. 

Of the 31 patients described by Harrison and his 
colleagues, 14 had previously been diagnosed as “‘ cardiac 
neurosis.”” In 7 no signs of neurosis were found. The 
remaining 7 continued to show signs of neurosis despite 
the relief of their cardiac symptoms by a high glucose 
diet. In my series, cases 1, 2 and 5 were not obviously 
neurotic and were apparently completely relieved by 
treatment, whereas cases 3 and 4, who were obviously 
neurotic, were relieved of their cardiac symptoms without 
any improvement in their emotional condition. 

The observations on these 5 patients support the con- 
clusion of Harrison and his colleagues, who write, ‘‘ The 
similarity between the clinical manifestations associated 
with a decline in blood-sugar and the phenomena of true 
cardiac neurosis is so great that we are no longer willing 
to make a dogmatic diagnosis of cardiac neurosis without 
excluding hypoglycemia.” 


SUMMARY 


The symptoms of 5 patients, previously diagnosed as 
suffering from Da Costa’s syndrome, were found to be 


related to hypoglycemia. The ale symptoms of 
hypoglycemia are in reality those of excessive adrenaline 
secretion. Da Costa’s syndrome is caused by abnormal 
fears. The somatic symptoms of fear are also due to 
excessive adrenaline secretion. It is therefore not 
surprising that the symptoms of hypoglycemia and of 
Da Costa’s syndrome are identical. Since the symptoms 
of the former can be relieved by a suitable diet, an effort 
should be made to evaluate the part played by abnormal 
carbohydrate metabolism in producing the symptoms 


of each patient with Da Costa’s syndrome or a similar 


cardiac neurosis. 
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EOSINOPHILIA WITH PULMONARY DISEASE 
ON RETURN FROM THE TROPICS 


J. APLEY, MDLOND., MRCP G. H. GRANT, BM, BSC OXFD 
MEDICAL SPECIALIST; TEMP. OFFICER 1/C LABORATORY ; 
SQUADRON-LEADER, RAFVR FLIGHT-LIEUTENANT, RAFVR 


EosINopuHILia in Europeans returning from the tropics 
is being encountered with increasing frequency. In the 
great majority of cases it is associated with parasitic 
infections, allergic conditions or skin lesions, but elucida- 
tion of the cause may prove difficult, especially as 
important investigations which might have been carried 
out at the onset may unavoidably have been omitted or 
not recorded. 

The association of eosinophilia with pulmonary infil- 
tration was recorded by Loeffler ' in Switzerland in 1932 
and 1936 (51 cases), and later by Weingarten ? (81 cases), 
Simeons * (35 cases) and others as a separate, more 
serious and chronic disease occurring in the tropics. 
These conditions have been distinguished as *‘ Loeffler’s 
syndrome ”’ and “ tropical eosinophilia,’’ and 3 further 
cases have been described recently in Palestine, USA and 
Egypt under one or other of these headings. We believe, 
however, that the two conditions are not clearly distin- 
guishable, and the case described below has features in 
common with both. 


CASE-REPORT 


An Englishman, aged 37, came under our observation on 
being invalided home from India. As a child he had pneu- 
monia, mild attacks of winter bronchitis had occurred since. 
After three months in Eastern Bengal he had a severe attack 
originally diagnosed as bronchitis, with which he was in bed 
for a fortnight. His chest was X rayed at the time, and it 
was reported that the left lung showed marked congestion 
with an area of increased opacity, and that there was extensive 
fibrosis of the right lung with slight tenting of the diaphragm. 
His symptoms were a gripping pain in the chest and a produc- 
tive cough. The cough was worse at night and was accom- 
panied by wheezing ; during the day there was little cough or 
wheeziness. An X ray of the chest after ten weeks showed 
no abnormalities, but a slight cough persisted during the rest 
of his stay in India (19 months). Four months after the onset 
of the acute pulmonary condition an eruption appeared on his 
skin, hitherto clear. It began in the flexures and gradually 
spread to involve the limbs, trunk and scalp. The diagnosis 
of seborrheic eczema was made, and this condition proved so 
resistant to treatment that he was eventually repatriated. 
During his stay in India he had lost two stone in weight. 

On his arrival in England (March 21, 1944) a few scaly 

tches remained on the limbs. He felt well in himself, but a 
slight cough persisted, although there were no physical or 
radiographic signs of disease in the chest. A routine patho- 
logical overhaul, as carried out on al] RAF patients returning 
from the tropics, showed a leucocyte-count of 9000 per c.mm., 
with 16% of eosinophils, none abnormal in form. In view 
of this finding he was subjected to the following investi- 
gations : 

(1) Repeated stool examinations, including two series after 
vermifuges, for helminths, ova, vegetative protozoa, cysts and 
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pathogenic bacteria ; (2) several urine examinations, includ- 
ing one after prostatic massage, for bilharzia hematobium ; 
(3) midday and midnight blood examination for filaria ; 
(4) sputum examinations; (5) sigmoidoscopy; (6) Casoni 
skin test ; (7) X rays of muscles ; (8) Bencard’s skin tests for 
allergic sensitivity ; (9) opaque bronchography. 

All these produced completely negative results, although 
Trichomonas hominis was seen in one specimen of stools after 
a vermifuge. White-cell counts were as follows :— 


Total Eosinophils 
Date leucocytes per cent. number 
March 27 .... wes 1440 
April 15 14,500 .... 32 ave 4640 


May 9000 .... 20 1800 


. 

For nearly three days from April 6 he had a@ raised tem- 
perature (102° F. at its height), with a persistent productive 
cough and rhonchi throughout the lungs, but with no expira- 
tory prolongation. On recovery a slight cough persisted, no 
worse than it had been previously, but it will be noted that the 
accompanying rise in eosinophils lasted for several weeks. 
On May 18 he was sent on his long-anticipated ‘‘ disembarka- 
tion leave.” 


CRITERIA OF THE TWO SYNDROMES 


Loe fier’s Syndrome Tropical Eosinophilia 
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(1) Recorded in Europeans. 
(2) Dry European climate. 


(3) Mild disease lasting few 
days; temperature raised 1 
or 2 days. 

(4) Variable transient eosino- 
philia (up to 66%). 

(5) No splenomegaly recorded. 


(1) In all races. 

(2) Tropics, near sea or in humid 
atmosphere. 

(3) Acute febrile onset lasting a 
few weeks; then becomes 
chronic. 

(4) Variable persistent eosino- 
philia (up to 89%). 

(5) Splenomegaly in acute phase. 


(6) X ray shadowing of the (6) Disseminate mottling of both 
lungs, variable in type, but lungs in second week of illness; 
always resolving quickly. after acute phase chronic 


bronchitis. 
(7) Speedy spontaneous re- (7) Chronic, unless treated with 
covery. arsenic. 


Thus baldly set out the two syndromes appear to 
be quite distinct, but on detailed consideration this 
separation appears somewhat artificial : 


(1) Race.—Tropical eosinophilia occurs in all races in India, 
the relative preponderance of Indians being explicable by the 
population ratio. Loeffler’s syndrome has been described only 
in Europeans: this may be fortuitous, since X rays for minor 
maladies are unlikely to be carried out.in India. 

(2) Climate.—The contrast between the climates in which 
the two conditions are described is striking. Nevertheless, a 
typical example of tropical eosinophilia, occurring in the dry 
climate of Egypt, has recently been recorded,‘ and conversely 
a case of Loeffler’s syndrome occurring outside Europe had a 
previous history of bronchitis related to humidity.® 

(3) Duration of iliness.—In Loeffler’s- original cases the 
disease sometimes lasted for several weeks. One of his cases 
(no. 5) had a history of pleurisy two years previously ; the 
details of past illnesses in other cases are not recorded. Freund 
and Samuelson’s case of Loeffler’s syndrome * had a six years’ 
history of repeated attacks of bronchitis and asthma. Our 
own case has a very long history of bronchitis. These ex 
amples may mean nothing more than that Loeffler’s syndrome 
or tropical eosinophilia occurred in subjects with a previous 
chest history, but since Simeons* described tropical eosino- 
philia as characterised by “febrile intermittent attacks of 
bronchitis, often with symptoms of bronchial asthma ” they 
may be of fundamental importance. F 

(4) Eosinophilia.—It is not so much the height of the 
eosinophilia as its persistence which is said to differentiate 
the two conditions. Yet Loeffler himself states, ‘‘ The eosino- 
philia persists rather a long time ” (p. 1069). Parkes-Weber’s 
case of Loeffler’s syndrome* maintained an eosinophilia of 
9% after four months, and in that of Freund and Samuelson ° 
84% was the final recording. : 

(5) Splenomegaly.—Unlike Weingarten,* Simeons* found 
enlargement of the spleen in only 50% of cases of tropical 
eosinophilia. Such a finding may possibly bear some relation 
to the severity or chronicity of the disease process, as in malaria, 
and in so mild and transient a condition as Loeffler’s syndrome 
would not therefore be encountered. _ 

(6) X ray of chest.—Loeffler’s description of his radiological 
findings is embarrassingly comprehensive. He describes 


{sepT. 2, 1944 309 


shadows “in any position and of any size, of variable structure, 
homogeneous or more frequently patchy or cloudy, more or 
less sharply circumscribed, single or multiple, unilateral or 
bilateral.” His “type E” appears to be similar to the 
condition described in tropical eosinophilia by Weingarten. 
The transience of the shadows is emphasised by Loeffler, but 
in his own cases they sometimes took more than a fortnight 
to resolve, and in Parkes-Weber’s case the shadow had not 
completely cleared in fifteen days. In tropical eosinophilia 
Weingarten says that “the mottling rarely lasts more than 
four weeks,” but in Emerson’s case the shadowing had 
actually increased after three months, and was beginning 
to clear a month later after arsenical treatment had been 
started. In cases of tropical eosinophilia seen after the early 
stages there is no mottling or shadowing, and the diagnosis 
depends largely on an X-ray finding of chronic bronchitis in 
association with eosinophilia. Thus, from the mildest case 
of Loeffler’s syndrome to the most severe cases of tropical 
eosinophilia, there is a gradation in the duration of the 
shadow. 

(7) Response to treatment.—The number of cases of Loeffler’s 
syndrome in which some degree of eosinophilia has persisted 
is not known, but in the 2 cases where undue persistence was 
recorded * * arsenical treatment was not employed. 


DISCUSSION 

The etiology of both syndromes is unknown. Loeffler 
tends to the conclusion that his syndrome is an allergic 
manifestation. Weingarten is unable to accept such an 
interpretation of his cases ; yet there are many features 
in common between chronic asthma and tropical eosino- 
philia, and Emerson’s case’ had an allergic history. The 
cure of tropical eosinophilia with arsenic is suggestive of 
a parasitic infection (worms, spirochetes, protozoa, &c.) 
which of itself might produce allergic phenomena. 

The association of two such findings as pulmonary 
infiltration and eosinophilia is so striking that its 
occurrence in two completely unrelated diseases appears 
inherently improbable. The comparisons made above 
suggest that there are many similarities and gradations 
between Loeffler’s syndrome and tropical eosinophilia, 
and that the distinctions between them are not clear-cut. 

Our own case illustrates the difficulties which may 
arise in attempting to differentiate between them. It is 
unfortunately, complicated by the skin condition. That 
this is nothing more than a complication is evinced by the 
facts that when the patient came under our observation a 
considerable degree of eosinophilia was present though 
only a trace of the skin lesion persisted, and that the 
eosinophilia rose after his attack of bronchitis. The 
development of pulmonary infiltration while he was in a 
humid, tropical climate, the subsequent course of the 
disease, and the presence of a considerable eosinophilia 
long afterwards, suggested a diagnosis of tropical eosino- 
philia, although this was not clinched by a blood examina- 
tion at the onset. The absence of splenic enlargement 
and the spontaneous and well-marked fall in the eosino- 
phil count are more in line with Loeffler’s syndrome. It 
is, however, our contention that such a differentiation is 
superfluous and not in keeping with the facts. 


SUMMARY 


In an Englishman returning from Bengal with a 
history of cough with wheezing and a transient pulmon- 
ary infiltration, a considerable eosinophilia was found. 

The eosinophilia increased after an attack of acute 
febrile bronchitis in England. 

A close relationship between Loeffler’s syndrome and 
tropical eosinophilia is demonstrated, and it is suggested, 
from this and other cases, that the two conditions are 
not clearly distinguishable. 


We wish to thank Wing-Commander P. J. McNally for 
his encouragement, and Sgt. C. H. Collins and Cpl. G. H. 
Hutchinson, our laboratory technicians, for their help. 
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SIR HAROLD GILLIES: SCALP CLOSURE 


[SEPT. 2, 1944 


NOTE ON SCALP CLOSURE 
Str HAROLD GILLIES, CBE, FRCS 


ARISING from the present team-spirit in surgery it has 
been suggested from the neurosurgical side that a short 
note on wounds of the scalp from the plastic angle might 
be of some value. Every specialty should give what 
help it can to other branches of surgery. I have no 
experience whatsoever of the closure of scalp wounds 
when these are connected with an underlying skull or 
brain injury ; but smal] and large defects of the scalp 
itself offer a constant problem to the plastic surgeon, and 
some of the principles he adopts may be usefully em- 
ployed by others. It is quite definite that in many of the 
writings of neurosurgeons the principles by which plastic 
surgeons obtain their results are not always appreciated. 
On the other hand, in these same writings are many 
principles which appear to be perfectly sound, such as the 
original tripod incision,’ and in no surgery is better suture 
work done than by neurosurgeons. 


1. The object of all scalp closure is to provide perfect aseptic 
healing of the wound. This is all the more imperative 
if a lesion of the cranium lies subjacent to the wound, 

2. If any tension is produced in resuture, as invariably hap- 
pens when there is partial loss of scalp, primary healing 
is jeopardised and the value of cranial surgery endangered. 

3. To circumvent such tension cranial surgeons have at all 
times adopted some form of plastic procedure. The 
principle should be to cut a flap or flaps in such a way as 
to relieve all tension at the point of danger (PD) and to 
distribute it over the area of no importance (ANI). The 
longer and larger the incisions the more easily can tension 
be distributed over the non-important area of the scalp 
(fig. la and b). 


METHODS RECOMMENDED 
Three types of plastic closure are advised :— 


1. The sliding rotation flap, the method of choice (figs, 1-5). 
2. The curved tripod (figs. 6-9). 

The principles in both are the same, but an advantage 
of the sliding rotation flap is that the line of suture is 
single and does not lie directly over the cranial defect, 
whereas the tripod flaps give a triangular line of suture 
over the centre of the cranial defect. 

3. Relaxation incisions. 

These are useful] for prevention of tension in linear 
defects. If the relaxation incision is resutured it ceases 
to be a relaxation incision. From a theoretical point of 
view it is interesting to observe that relaxation incisions, 
in fact, create a double-pedicle flap which is transposed 
in the desired direction (fig. 10). 

Rotation flaps.—Various incisions for rotation flaps are 
indicated in the figures. In fig. 1(@) in which the defect 


1, Cushing, H. (1918) Brit. J. Surg. 5, 558. 


ly 


Fig. 2 
Designs for rotation flap. 


is triangular, the incision from point A is curved in 
general, and when sufficiently far from the wound is 
curved more acutely so that it reaches a theoretical 
prolongation of the line C B at E. This will enable A to 
be sutured to C without any tension, while such tension 
as there is occurs in the distant part of the wound 
(fig. 1 (b)). This manceuvre is practical in almost every 
situation on the scalp, and it may be placed in any direc- 
tion regardless of special blood-supply. Scalp flaps 
never die” nor are they prone to fade away.” The 
longer the line A D E the farther is the area of non- 
importance placed from the point of danger. The end 


(0) (b) 


Fig. I—(a) Single rotation flap. Note optional extension from D to E. 
(b) Result with no tension over danger point. Tension distributed over 
area of no importance, 


of this incision A D E should reach a line theoretically 
prolonged from the side of the triangle C B. One of the 
easiest ways to design this type of rotation flap is first 
to decide which side of the triangle A B C is to make the 
flap. This will usually be on that side of the defect 
bordered by the most scaip ; then choose in which direc- 
tion the flap is to be cut. Here some consideration of the 
normal blood-supply may be of value. Make a mark- 
point, D, in line with C B and about at least twice the 
length of C B away from point B. Then make the curved 
incision from A to D. If any tension still persists over 
the danger area, it is desirable to make a further extension 
of the incision from D to E as in fig. 1 (a) ; this manoeuvre 
might well be left until it is found to be necessary, but in 
nearly all cases it is not only safe but desirable to do it. 
Even if this incision only nicks the galea, a very distinct 
relaxation effect is produced at the end of the flap. In 
all plastic surgery conflict between blood-supply and 
perfection of result is a constant factor. The flaps 
illustrated in the figures, however, are perfectly safe. 


Fig. 4—Defect of forehead. Rotation flap 
includes hairy and non-hairy scalp. 
Hair-line lowered unilaterally. 
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(a) (>) 
Fig. 5 (a)—Subtemporal wound. Design for flap. (b)—Suture of flap. 


Curved tripod or Isle-of-Man flap.—The relation 
between the rotation and the tripod is that in the latter 
all three sides of the triangle are mobilised as short 
rotation flaps ; each one, however, only slides to the mid- 
point cf the defect so that there is less secondary area 
of tension in each of the three incisions. In fact, by the 
addition of the length of the three incisions together, the 
tension may said to be distributed over a very long 
line, similar in fact, or even greater, than in a large single 


Fig. 7—Principles of 
curved tripod indi- 
cated by arrows. 


rotation flap. The word tripod is somewhat of a mis- 
nomer indicating, as it does, straight legs (fig. 6). The 
correct incision has aptly been likened to a modified 
Isle-of-Man crest. Each leg of the tripod must be curved 
and each in the same direction (fig. 7). The best way to 
get this into one’s head is to draw a triangle on paper, 
then draw a curved line from one point, turn the paper 
round to the next point and do a similar curve, and so on 
to the third point, otherwise it may be found quite easy 
to make one of the curves in an opposite direction, which 
would not be to anyone’s advantage (fig. 8). It should 
further be noted that the extremity of the 
incision should have a little kink ,like a 
dog’s tail, as in D-E in the single rotation 
flap. Examples of suggested designs are 
illustrated. 

A straight advancement flap is one 
stage worse in principle than a straight- 
legged tripod, while there appears to 
be no value in perpetuating the com- 
plicated and useless fleur-de-lys flaps. 
Although the principles of rotation have 
been set forth in these examples, there 
are many situations in which indivi- 
dual variation is required. When, for 
instance, a wound is near the non- 
hairy forehead, it surely is unnecessary 
to cut the forehead. On the contrary, 
when the wound isin the hairless forehead 
(fig. 4), a rotation flap can often be 
designed to give a good cosmetic result 
with only slight lowering of the hairline 
on one or other side. It is surprising how 
little patients mind the change in level of 
hairline—forwards ! Should the defect at 
ANI be considerable, as may happen when 
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ig. Curved tripod 


(a) Relaxation incisions, Note these are longer 
than wound, 
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a large loss of scalp is being dealt with by a rotation flap, 
it may safely be left to epithelialise or be skin-grafted 
(Thiersch). Thus whena scalp defect is present in front, a 
very common procedure in plastic surgery is to rotate or 
transpose a hairy flap forward and skin graft the resultant 
raw area whence 
the flap has come. 
Practical difficul- 
ties, particularly 
in the matter of 
exposure, may 
arise in cranial 
surgery in the use 
of these rotation 
flaps, but they 
are simple and 
quick to perform. 
Hemostasis. — 
It is strongly 
urged by the Fig. 6, 
neuro -surgeons, 
with whom the writer agrees, that every precaution 
should be taken to minimise the loss of blood in 
any plastic procedure in acute head injuries. It 
is the last straw that kills the camel. Not only should 
the entire area be infiltrated with procaine and adrena- 
line, but centrifugal pressure should be applied by the 
hands of the assistant on either side of the incision until 


INCORRECT CORRECT 


suture. 


Fig. I—Method of closure of curved tripod. 


such time as the surgeon can pick up the bleeding-points 
and turn the edge over. By this means it is possible to 
do quite a large plastic without any loss of blood. A 
most useful pressure is one on the temporal artery 
when that area is involved. Similarly, supra-orbital 
pressure—the assistant pressing downwards as well as 
backwards—is useful when the forehead region is 
involved. Temporary circular rubber scalp tourniquets 
can sometimes be applied to great advantage. Finally 
the best way to stop bleeding from the scalp is to sew 
it up. 
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(a) Fig. 10. (b) 


(b) Suture of wound, - Relaxation incisions 
unsuture 
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OUTBREAK OF PNEUMONIA IN SMALLPOX 
CONTACTS 


Henry T. Howat W. MELVILLE ARNOTT 
MB ST. AND., MRCP BSC, MD EDIN., FRCPE 
MAJOR RAMC LIEUT.-COLONEL RAMC 


WE wish to place on record a curious outbreak of 
pneumonic illness in circumstances suggesting a con- 
nexion with exposure to smallpox. 

While we were serving in a base hospital in the Middle 
East, a patient with smallpox was admitted on the 4th day 
of illness and died on the 12th with confluent lesions ; 
autopsy revealed no unusual features, and in particular 
no specific hung changes. Subsequently 7 of the hospital 
staff became ill—5 of the medical officers who examined 
him and 2 of the 3 nursing orderlies who attended him. 
Symptoms developed in 6 cases between the 11th and 
14th day after first seeing the patient, and in the remain- 
ing case on the 18th day. All these officers and order- 
lies had been repeatedly vaccinated (5 immediately after 
seeing this particular patient with smallpox) and all had 
shown immune reactions. 

Clinical features.—The onset was insidious with increasing 
malaise, followed in a few hours by dull frontal headache, 
general aching, feeling of chills, and sweating. Prostration 
was variable, several remaining on duty for the first 3 days. 
Catarrhal symptoms were absent, cough was infrequent and 
unproductive, and then present only after several days. 
The febrile reaction lasted 4 to 12 days and reached 100° to 
104° F.; defervescence was by lysis. Physical signs in the 
chest were scanty, inconstant and delayed for several days, 
consisting in migratory crepitant réles not restricted to the 
site of the radiological lesions. There was no rash nor 
eruption. Neither spleen nor superficial lymph-nodes were 
enlarged. Leucocyte counts ranged from 8400 to 11,000 per 
¢.mm., with monocytes from 420 to 770 and granulocytes 
within normal limits. *Serological tests for typhus and 
undulant fever were negative. The two early cases which 
received sulphapyridine showed no response. The illness ran 
a benign course with no mortality nor sequelae. Convalescence 
was somewhat protracted. 

X-ray changes were evident in the lung fields in 6 of the 7 
cases from the 3rd day onwards, and in 2 they persisted into 
the 6th week of convalescence. Briefly they consisted in fine 
diffuse mottling usually in the lower lobes; in some cases 
better defined aggregations, two or more in number, showed as 
rounded shadows in the middle and lower zones of both lungs. 
The site of these multiple lesions could be peripheral or central. 
The hilar shadows were moderately enlarged. 

Though febrile reactions constituting formes frustes 
are well recognised in smallpox contacts, our limited 
search has revealed no reference to pulmonary complica- 
tions. The conditions we observed did not seem to be 
an allergic reaction, and in most important respects the 
outbreak corresponded to the “ virus pneumonias ”’ 
associated with psittacine infection, lymphocytic chorio- 
meningitis, influenza and chickenpox, and the mon- 
goose-infecting virus described by Horsfall and Weir, 
and to the ‘atypical pneumonias’’ caused by the 
rickettsia of ‘‘Q” fever (R. burneti), the protazoon 
toxoplasma, and the fungus Coccidioides immitis. In 
many atypical pneumonias no specific pathogen has 
been demonstrated. Reimann, Havens and Price, * 
though they quote no cases or reference to cases, state 
that the syndrome can be produced by the virus of 
smallpox. 

The circumstances of the outbreak warrant nothing 
more than the tentative suggestion that it was a reaction 
either to the smallpox virus, in relatively immune close 
contacts, or to some other virus of unknown origin. 

Acknowledgment is due to Colonel J. Biggam, ms, for per- 
mission to publish this record, and to Major J. A. C, Flemming, 
RAMC, specialist in radiology, who has been consulted in its 
preparation. 


1. Reimann, H. A., Havens, W. P. and Price, A. H. Arch. intern, 
Med, 1942, 70, 513. 


The CzEcHOSLOVAK MEDICAL ASSOCIATION IN GREAT 
Briratin asks all members to send their addresses to the 
secretary, Dr. E. Sevcikové-Wachsbergerové, Czechoslovak 
Red Cross, 35, Porchester Terrace, W.2. An up-to-date 
list is necessary for the organisation of the medical service 
in liberated Czechoslovakia. 
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SUPERIOR SULCUS TUMOUR (PANCOAST) 


F. J. WILEs - 
MB CAPE TOWN 


B. A. DORMER 
MD DURH., DP H,TDD 


J. FRIEDLANDER, MB CAPE TOWN, DPH 
KING GEORGE V HOSPITAL FOR TUBERCULOSIS, DURBAN 


In 1924 Pancoast reported 3 cases of neoplasm in the 
upper thoracic aperture, and in 1932 he added 4 similar 
cases. He called this condition ‘‘ superior pulmonary 
sulcus tumour,’ and described five characteristics : 
pain round the shoulder and down the arm; atrophy 
of the muscles of the hand; MHorner’s syndrome ; 
infiltration of ribs or vertebre ; X-ray evidence of a 
homogeneous shadow at the apex of the lung. Pancoast 
held that this condition was an entity, and that the 
tumour did not arise from the lung, pleura, ribs or 
mediastinum. He suggested that it originated from an 
embryonic remnant of the fifth branchial cleft. About 
70 additional cases fulfilling Pancoast’s criteria have 
since been reported, but most workers do not support 
Pancoast’s contentions. 

Tobias (1932) reported 5 cases, 4 being primary 
carcinomas of the apex of the lung, and the fifth a 
secondary growth from carcinoma of the stomach ; 
Jacox (1934) reported one case, an adenocarcinoma of 
bronchogenic origin ; Steiner and Byron (1934) reported 
3 cases, all primary apical lung carcinomas ; Browder 
and De Veer (1935) described 5 cases, 3 primary lung 
carcinomas, one a tumour of the thymus, and one a 
metastatic hypernephroma; Frost (1936) reported a 
sympathoblastoma producing the symptomatology of a 
Pancoast tumour. Of 15 cases reported by Stein (1937, 
1938), 14 were considered to be of bronchogenic origin, 
the fifteenth a metastasis from a sarcoma of the femur. 
Barton (1938) described one case, 
carcinoma. Moersch (1940) and his associates, reporting 
17 cases from the Mayo Clinic, pointed out that Horner’s 
syndrome sometimes does not develop until late in the 
disease and is not essential to the diagnosis; they 
concluded that most were apical lung tumours. Morris 
and Harken (1940), reporting 8 cases, distinguished 
between the, Pancoast syndrome, initiated by a variety 
of tumours, and the Pancoast tumour which they claim 
as a pathological entity, histologically an epidermoid 
carcinoma and not originating from lung, pleura, rib or 
mediastinum. Melnikov and Derman (1940) presented 
3 cases and consider that the Pancoast tumour originates 
in the branchial clefts, while the Pancoast syndrome is 
caused by (a) apical lung cancer ; (b) sympathoblastoma ; 
or (c) metastases in the supraclavicular lymph-glands. 
This view is the most acceptable, although proof of a 
tumour arising from the branchial clefts is still lacking. 
Of Hall’s (1940) 5 cases, 2 were metastatic tumours, 2 
primary lung tumours, and one of doubtful origin. He 
concludes that ‘‘ there is no specific tumour in the apex 
of the lung which will give characteristic signs and 
ads) eae to the exclusion of other types of cancer.” 

All agree that the prognosis is hopeless. Surgical 
removal is impossible owing to infiltration of surrounding 
structures, and irradiation is without effect. 


CASE~—REPORT 


In June,~1941, a European male clerk, aged 44, developed 
pain in the right shoulder which became steadily worse and 
persisted throughout the illness. About 6 weeks after the 
onset he noticed that his right hand became blue at intervals. 
His doctor diagnosed phlebitis. A month later he developed 
an irritating cough with no sputum. In October, 1941, he 
noticed ptosis of the right eyelid. Despite these symptoms 
he was able to continue at work until January, 1942, when he 
began to feel numb down the inside of his right arm. We 
saw him for the first time a week later, when he looked ill 
and emaciated, having lost about 30 lb. weight in the past 
6 months. Temperature and pulse were normal. A swelling 
about 3 in. in diameter could be seen and felt above the right 
clavicle, with its medial edge under the sternomastoid. 
Dilated veins were present above and below clavicle. There 
was dullness and increased vocal resonance at right apex, 
back and front. A radiogram showed an opacity at the 
apex of the right lung. 

He had: complete Horner’s syndrome on the right side, 
with ptosis, myosis, enophthalmos and anhidrosis ; diminished 
sensation over the inner side of the lower half of the right arm 
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the inner side of the forearm and hand, the 5th finger and 
medial half of the 4th finger ; weakness of flexors of fingers 
of the right hand ; and wasting of interossei of the right hand. 

Hb. 100%; white cells 6000 per c.mm. (polymorphs 
65%, lymphocytes 31%, large mononuclears 4%). Sedi- 
mentation-rate (Cutler) 6 mm. in 1 hour. 

Complete recurrent laryngeal paralysis was found on the 
right side; he was not hoarse, but admitted that for the 
past 2 months he had been unable to shout loudly or sing, 
though previously an enthusiastic singer. There were no 
other positive findings and no symptoms to suggest malignant 
disease elsewhere in the body. 

After a period of observation it was decided to perform an 
exploratory thoracotomy. At the operation a growth was 
found at the upper aperture of the chest, densely adherent 
to the apex of the lung. A piece was removed for biopsy, 
the tumour being obviously inoperable. The day after opera- 
tion the patient suddenly developed a spontaneous pneu- 
mothorax, and despite the aspiration of large amounts of air 
died within an hour, 


It was unfortunately not possible to perform an 
autopsy and find the exact nature and origin of the 
tumour ; the only clue is the following me pry by Prof. 
J. B. Duguid, of the Welsh National School of Medicine, 
on the biopsy specimen. 

Three sections from the lesion have been examined. One 
consists of fibrosed lung and pleura without any tumour ; the 
other two consist of masses of connective tissue with fat, 
nerve-fibres and lymph follicles, infiltrated by carcinoma. 
The carcinoma forms small, loosely packed masses of cells 
extending irregularly through the spaces in the connective 
tissue. Its cells are quite undifferentiated, spindle-shaped 


and polygonal, and mostly three or four times the size of 
lymphocytes. They have relatively large, dark-staining 
nuclei and their cytoplasm appears dense so that their out- 
lines are sharply defined. In some places they are evenly 
separated from one another by narrow intercellular spaces 
which call to mind a squamous cell tumour, but no “ prickle- 
cells’ are to be seen. In other parts the cells are quite 
loosely and irregularly arranged. It is impossible from the 
material available to determine the origin of this tumour, 
but its general structure is not unlike that sometimes seen in 
carcinomas of the bronchi. 


COMMENT 

This case presents the classical Pancoast syndrome 
with pain in the shoulder, Horner’s syndrome and 
pressure on the ulnar nerve. There was no radiological 
sign of bony involvement. The chief point of interest 
is the involvement of the right recurrent laryngeal 
nerve. We have been unable to find a previous report 
of this feature associated with the Pancoast tumour. 
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AT a meeting of the fever group on June 30, with 
Dr. ANDREW TOPPING in the chair, a discussion on 


Penicillin 


was opened by Sir ALEXANDER FLEMING, FRS, who 
demonstrated graphically blood-levels and rate of dis- 
appearance of penicillin after administration by various 
routes. He also described the slide-cell and the capil- 
lary-culture methods of estimating penicillin content 
of the blood by bacteriostatic tests. 

Dr. A. DOLPHIN gave an account of 10 cases treated 
at the North-Western LCC Hospital. These included 
6 cases of puerperal septicemia, of which 3 were due 
to anaerobic streptococci, 2 to Staph. aureus and 1 to 
Strep. hemolyticus ; 3 cases of suppurative meningitis, 
of which one was caused by the Strep. hemolyticus and 
the others by pneumococci; and an infective endo- 
carditis due to Strep. viridans. In each instance the 
causative organism was isolated and proved to be 
penicillin-sensitive. In all three anaerobic streptococcal 
septicemias there were hing complications on ission ; 
after two days’ treatment with penicillin, blood-cultures 
became negative and there was decided clinical improve- 
ment. The improvement was not maintained although 
the blood remained sterile, and 2 of the patients died 
from multiple lung abscesses, the third from intestinal 
obstruction due to multiple peritoneal adhesions. This 
third patient’ gave a strongly positive Wassermann 
reaction in the blood and cerebrospinal fluid before 
penicillin administration ; thereafter the blood reaction 
became almost negative but the CSF reaction remained 
strongly positive. At no time was the drug detected 
in the CSF. The first patient with Staph. aureus 
septicemia had mitral stenosis, hematuria and skin 
petechie. The blood became sterile after two days’ 
penicillin treatment, but the patient died 11 days later 
from uremia, confirmed at autopsy by the presence of 
chronic nephritis lesions. The other patient was treated 
on the 9th day of disease and after a first course of 
790,000 units she relapsed and two further courses were 
necessary before recovery. The Strep. hamolyticus 
septicemia was treated on the 12th day of disease. 
She recovered but was left with permanent valvular 
heart damage, probably well advanced before treatment 
was begun. The hemolytic streptococcal meningitis 


case, an infant of 5 months, received treatment on the 
8th day of disease. The drug was given intrathecally, 
intramuscularly, and, after bilateral mastoidectomy, 
into the mastoid wounds. The CSF became sterile but 
subarachnoid block developed and signs of local cerebral 
irritation. The mastoid wounds were reopened and 
the brain unsuccessfully needled for pus. Of the 2 cases 
of pneumococcal meningitis, one had severe septicemia 
on the 29th day of disease and subarachnoid block when 
admitted for treatment. Penicillin was given into the 
cerebral ventricles, cisterna magna, spinal theca and 
intramuscularly. The blood became sterile but the 
meningitis did not respond and he died on the third 
day of treatment. Autopsy was refused. The second 
pheumococcal meningitis case likewise did not respond 
to penicillin owing to extensive subarachnoid block, 
confirmed at autopsy. Treatment of the Strep. viridans 
septicemia was begun on the 4th day of disease when the 
patient appeared to be dying. After 24 hours on 
penicillin the blood was sterile, the temperature normal 
and the general condition considerably improved. 
Subsequent blood-cultures were sterile and so far the 
patient has remained free from relapse. All the septic- 
zemias, except the last case, were treated by inter- 
mittent intramuscular injections of 15,000 units of 
penicillin, with intravenous injections initially in a few 
cases. The injections were given three-hourly at first 
and therapy was stopped gradually, either by lengthening 
the intervals between injections or reducing each dose. 
The last case was treated by continuous intravenous 
drip, 100,000 units in 24 hours; treatment lasted 13 
days and was stopped suddenly. A constant blood 
bacteriostasis was maintained but the method has had 
the serious disadvantage that thrombophlebitis is a 
common occurrence and all the available veins may be 
used during a long course of treatment. A falling 
pulse-rate is a more reliable guide to successful therapy 
than the temperature, since fever often increases when 
penicillin is first given. The earliest signs of success 
are better appetite and sleep, and relief of pain and 
malaise. Occasionally the blood-urea rises during 
therapy, and a falling white-cell count if originally high, 
or a rising count if originally low because of previous 
sulphonamides, are favourable signs. 

Dr. WILLIAM GuNN (LCC) suggested that the results 
appeared worse than the clinical facts indicated ; all 
three anaerobic streptococcal cases were very toxic and 
obviously bad risks and two of the three meningitis 
patients were moribund on admission. More generous 
dosage, preferably using a continuous method, would 
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probably have yielded better results. Intermittent 
administration with consequent intermittent bacterio- 
stasis and gradual withdrawal of the drug may con- 
ceivably induce drug resistance as Schmidt and Scaler 
showed experimentally with pneumococci in mice 
(Proc. Soe. exp. Biol. N.Y. 1943 4, 353). The last case 
described, a bad risk, was treated by the intravenous 
route, the drug then being suddenly withdrawn, with 
conspicuous success. A similar method was used 
suecessfully in a more recent case of staphylococcal 
septicemia after mastoidectomy, not included in this 
series. Only extreme searcity of the drug can justify 
inadequate dosage; underdosage is liable to prove 
uneconomical in the long run, as the fifth case, which 
required three courses of treatment, indicated. 

Dr. J. M. Atston (LOC) described the case of an 
elderly man with an anaerobic streptococcal septicaemia 
which responded repeatedly, though temporarily, to 
intravenous injections of a crude preparation of peni- 
cillin. He was struck by the immediate clearing of the 
mental condition in desperately ill patients after quite 
small doses. In animal experiments he had found 
Leptospira icterohemorrhagie sensitive to snicillin, 
but treatment of affected guineapigs had to under- 
taken early and with big dosage. 

Dr. RoBERT CRUICKSHANK (LCC) stressed the value of 
quantitative blood-culture in the prognosis of generalised 
infections. For example, in staphylococcal infections 
an increase in the bacterial count from 20 to over 100 
organisms per c.cm. of blood within 24 hours meant a 
grave prognosis. Staphylococcal septicemia was often 
complicated by renal damage which resulted in a 
reduced excretion of penicillin so that the drug could 
still be demonstrated in the blood 6—12 hours after the 
standard intramuscular dose of 15,000 units. The out- 
standing feature at autopsy in the patients with anaerobic 
streptococcus septicemia was the multiple lung abscesses 
secondary to the primary septic thrombophlebitis in 
the pelvic veins. If these infections could be di: 


and treated early, he was sure that penicillin therapy ~ 


would be effective. 
Reviews of Books 
Methods of Treatment 
(8th ed.) LoGan CnLeNDINNING, MD; Epwarp H. 
HASHINGER, MD. (Kimpton. Pp. 1033. 50s.) 

** Rest and surgery are the most effective therapeutic 
methods the modern physician has to offer a patient.” 
Any textbook of therapeutics opening with this challeng- 
ing statement rouses nostalgia for the spacious days 
when a review could develop into an essay. This book 
is sound and, ing allowances for national differences, 
in general accord with modern teaching in this country. 
It has the virtues as well as the vices of current text- 
books on therapeutics. Thus it is comprehensive, 
devoting an entire chapter to anesthetics and dealing 
in considerable detail with such minor operations as 
hypodermic injections ; it contains all sorts of out-of- 
the-way information, and is based largely on the author’s 
large clinical experience. Reference to published work 
is adequate ; it is reasonably up to date and clearly 
written. There is some tendency to digression—for 
instance, a discussion of the ideal poison. On the debit 
side it may be noted that in the treatment of hemat- 
emesis the Meulengracht diet is never mentioned ; 
atropine does not appear in the list of drugs used in the 
treatment of peptic ulcer, though the parenteral injection 
of milk is recommended ; the sulphonamides are damned 
with faint praise in the treatment of cerebrospinal fever, 
and not even mentioned inthe treatment of acute tonsillitis 
and otitis media; and the list of catharties occupies 24 
pages. But though unbalanced in parts, this work is a 
worthy reference book for the hard-pressed practitioner. 


After Treatment 
(2nd ed.) H. J. B. Arxrns, DM, MCH OXFD, FRCS. 
(Blackwell Scientific Publications. Pp. 311. 18s.) 
HERE is a trustworthy and interesting guide for every 
member of a surgical team, from the surgeon himself 
to the general practitioner who is more and more becom- 
ing one of the team. Much of its information could 
perhaps be found elsewhere, though in not less than a 
shelf-full of textbooks and reprints, but Hedley Atkins 


has set it down simply as well as conveniently and has 
infused it with his own optimism and oceasional flashes 
of humour. This edition, finished in October, 1942, has 
not lost anything by waiting its turn for paper and 
printers. It has been improved by the addition of 
chapters on aftercare in children and on rehabilitation, 
sections on postoperative coronary thrombosis and the 
surgical problems of diabetes, and new material on head- 
injuries and genito-urinary surgery; the next edition 
might well inelude a section on transfusion technique. 

Puzzle: What is wrong with fig. 26? Answer: Tape- 
measures read from left to right. 

Dorland’s Medical Dictionary 
(20th ed.) Revised with the collaboration of E. C. L. 
Minter, mp. (Saunders. Pp. 1668. Plain 42s., thumb- 
indexed 45s.) 

It is six years since we reviewed the American Illus- 
trated Medical Dictionary (to give its full name) by 
Dr. W. A. Newman Dorland, one edition having failed 
to reach us, and we welcome the ‘‘ complete revision ”’ 
which has added new words in every department of 
medicine (especially war medicine and surgery) and 
names of new synthetic drugs, while bringing the 
terminology into conformity with the AMA’s “ Stand- 
ard Nomenclature ” (E. O. Jordan). Scholarly, accurate 
and comprehensive it remains—and has only grown by 
67 pages, being still ‘‘ a volume of handy size.’’ Nearly 
all the slips noted in 2000 days of use have been corrected, 
but we would like our learned friend to make up his mind 
about the meaning of autograft, homograft and hetero- 
graft, and to follow the guidance of the National Formu- 
lary in abandoning the incorrect use of hyposulfite for 
thiosulfate. The constant reader will find three extra 
shillings well spent on a thumb index. 


New Inventions 


DOSIMETRIC SPRAY FOR PENICILLIN SOLUTIONS 


THE spray here depicted was devised by Messrs. Down 
Bros. Ltd. at my request to fulfil the following require- 
ments. It was to be well-adapted for spraying the surface 
of the skin, made entirely of glass except the cork, the 
bellows and the bellows-tube, and designed so that the 
operator could measure with reasonable accuracy the 
amount of fluid he was using. The spray was intended 
to ensure economy and ¢ontrol of penicillin solutions 
when used in the treatment of skin diseases by the 
technique which, in the Army, has been developed by 
Majors K. E. A. Hughes and P. H. Taylor. 

The spray is made on the usual principles except that 
a small reservoir holding 0-1 ml. of fluid is incorporated 


in the side of the main reservoir, and the suction stem of 
the g orgy fits into this. ' The reservoir is charged 
with ftuid in the usual way (a in figure). Immediately 
before use the spray is tilted so as to allow the solution 
to pass into the accessory reservoir (b). The syringe is 
then held upright, when the required amount of fluid 
is rétained in the accessory reservoir (c), from which it is 
delivered by squeezing the rubber bulb some six or more 
times until the reservoir is empty. 

This is obviously not an instrument of precision, but 
it is, nevertheless, a useful device for clinical work. Its 
design will probably be slightly modified from time to 
time in the light of experience, but the fundamental 
principle is likely to remain unaltered. 

R. M. B. MACKENNA, MD CAMB., FRCP, Brigadier. 
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...in continuous 8-yard lengths 


‘Zig-Zag fold. Price to medical profession—6/3d. per tin. “ Jelonet ” 
is also available in cut pieces, 36 in a tin, medical price 4/-. a: 

“Jelonet” is indicated for skin grafts, compound fractures, lacerated 
wounds, burns, etc., as a non-adherent dressing to promote granulation. 


The open-mesh and even impregnation encourage free discharge. 
There is minimum trauma to the granulations because “ Jelonet ” does not 
adhere to or become entangled with them. 


“* Jelonet ”: is sterilized ready for use. 
SPECIAL PRICES TO HOSPITALS 


Made by the makers of “Elastoplast” and “Cellona,” T. J. Smith & Nephew, Ltd., HULL 
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Standardized 
Adrenal Cortex Extract 


The production of an active extract of supra- 
renal cortex was originally made possible by the 
researches of Swingle and Pfiffner, in collabora- 
tion with Parke, Davis & Co., more than twelve 
years ago. 


Under the name ‘Eschatin’ this extract, pre- 
pared in the P., D. & Co. Laboratories, has been 
used with success in the treatment of Addison’s 
disease, surgical and traumatic shock, the acute 
toxzmia of burns, etc. 


Evidence now accumulated suggests that 
*Eschatin,’ being a highly purified extract of 
whole adreaal cortex, contains factors which 
cannot be supplied by single cortex factors or 
synthetic preparations. 

The activity of ‘ Eschatin’ is confirmed by bio- 
logical assay on bilaterally adrenalectomized 


dogs. It is supplied in 10 c.c. rubber-capped 
vials, each c.c. containing 50 dog-units. 


PARKE, DAVIS & CO. 
50, Beak St., London, W.1 


Inc. U.S.A., Liability Ltd. 
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Traumatic Paraplegia 

AMONG serious war injuries traumatic paraplegia— 
whether by gunshot wound, fall or crushing—holds 
a prominent place. The paraplegias resulting from 
such injuries fall into two main groups: upper-neurone 
paraplegia due to injury to the spinal cord; and 
lower-neurone paraplegia due to injury to the cauda 
equina or conus medullaris. In both forms bladder 
function may be disturbed. A recent supplement to 
the Army Medical Department Bulletin? draws atten- 
tion to the importance of adequate first-aid and early 
treatment of such paraplegias. Injuries of the spine 
are often associated with injuries of other parts, which 
at first may mask the paraplegia. Among these are 
head injuries with cerebral concussion or contusion, 
fracture of the pelvis, and multiple wounds—including 
those of viscera or blood-vessels—by penetrating 
missiles. In general, the stability of the spine is much 
less impaired by gunshot wounds than by fracture- 
dislocations. Some deformity is usually noticeable 
with the latter, except in certain cases of injury to 
the cervical portion of the spine where the fracture- 
dislocation has undergone spontaneous reduction. 

Extreme care must be taken in lifting and moving 
a patient suffering from traumatic paraplegia and on 
no account must the spine be flexed, rotated or hyper- 
extended at the site of injury, owing to the risk of 
further damage to the spinal cord or cauda equina. 
The consensus of opinion favours transport of cases 
of spinal injury in the supine position. This is the 
basic principle of the Clarke-Moir method of trans- 
portation.2 The natural contour of the spine must be 
maintained as far as possible and, if necessary, appro- 
priate small pillows or pads are inserted beneath 
the lumbar and cervical curves. No movements of 
flexion or hyperextension of the spine must be per- 
mitted during the lifting of the patient. Full first-aid 
instructions have been given recently in our columns 
by Morr. The prevention of pressure-sores— 
especially in the sacral and trochanteric regions—needs 
extreme vigilance. When the injured man is laid 
on the stretcher, care must be taken that neither his 
clothes nor his blanket are wrinkled during transporta- 
tion, and that his position on the stretcher is very 
slightly altered every hour or so. When he reaches 
the wards first-class nursing is his only safeguard 
against a disaster which may delay operation indefi- 
nitely, long past the optimum period. 

The care of the paralysed bladder is even more 
important. Suprapubic drainage should be carried 
out as soon as adequate surgical facilities are available. 
The Army recommendations! include transverse 
abdominal incision between the umbilicus and the 
pubis, the opening in the bladder being made under 
direct view as high as possible. A Malecot catheter 
is then run down obliquely from skin to bladder. 
Some may prefer, however, the method advocated 
by Ricues ¢ by which a small suprapubic catheter 


1. AMD Bulletin, April, 1944, “Supplement No. 13. 

2. Moir, _L. Brit. med.’ J. 1942, ii, 529. 

3. Moir, J. L. Lancet, 1944, i, 739. 

4. Riches, E. W. Lancet, 1943, ii, 128; Brit. J. Surg. 1943, 31, 135. 
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is introduced without dissection. If anesthesia is 
necessary local infiltration is sufficient ; the needle 
with which the anesthetic is injected, taking the track 
to be followed by the introducer, is pushed into or 
through the anterior bladder wall while the injection 
is being made. The introducer is a steel trocar with 
a small knife-blade at its lower end which can be 
opened and closed by a screw at the upper end ; the 
back of the blade grips the catheter (a no. 16 Malecot 
type) which is stretched on the trocar to obliterate 
the self-retaining wings. The instrument is intro- 
duced at the highest point of bladder dullness or at 
the midpoint between the umbilicus and the symphysis 
pubis, and its direction is downwards and backwards 

*to make an angle of 45° with the skin of the abdominal 
wall. When introduced, the catheter is gripped firmly 
by the abdominal wall and another instrument is 
necessary to push it further into the bladder. This 
*‘advancer ”’ has a spring-controlled expansion at its 
lower end and is } in. shorter than the catheter. It is 
inserted into the catheter and expanded to grip the 
wall; the catheter is then pushed to any desired 
depth, usually about 5 in. into the bladder, the catheter 
being marked in inches—2 in. to 5 or 6 in. from the 
tip. A rubber shield with fully curved tube is 
threaded over the catheter and fixed by strapping 
to the skin to prevent accidental withdrawal. After 
two days the catheter is connected to a tidal-drainage 
apparatus which is retained as long as necessary ; 
Ricues describes the method fully, and claims that 
it is simple and rapid, permitting the introduction of 
a small drainage-tube which will overcome the diffi- 
culties of the initial stage of retention; it usually 
suffices until function is recovered, when the small 
opening will close quickly. Provided the tidal 
irrigator is kept in clean working order, the method 
is efficient and time-saving. There is no leakage, 
and the advantages of tidal drainage are obtained 
without the disadvantages of a urethral catheter ; 
moreover, it does not interfere with treatment of the 
spine. 

Until the patient reaches a unit where surgical 
facilities for suprapubic catheterisation or cystotomy 
are available, the following procedure is advised : 

The bladder can be left for 24 hours if it does 
not reach higher than half-way between pubis and 
umbilicus, and if distension is not causing severe pain. 

Owing to the risk of infection, every endeavour should 

be made to avoid urethral catheterisation. If it is 

essential after 24 hours on account of pain, and full 
surgical facilities are not available, urethral cathe- 
terisation must be done with strict antiseptic pre- 
cautions. Drainage by tied-in catheter or manual 
expression, applied to the full bladder, should never 
be used. Since an “ acid cystitis’ is usually more 
easily controlled than an “alkaline cystitis’? an 
attempt may be made to keep the urine slightly acid 
by giving ammonium benzoate (grains 10-15) or 
acid sodium phosphate (gr. 30-60) in water thrice daily. 

Finally, as a precautionary measure against urinary 

infection 1 gramme of sulphanilamide with water every 

6 hours is advised for a period of 5 days. 

Care of the bowel must also be thorough, especially 
with injuries in the upper thoracic region, which may 
be associated with abdominal distension from para- 
lysis of the bowel. A turpentine enema may be 
given, at the same time as | c.cm. pituitrin subcu- 
taneously, and a firm enema tube left in the lower 
bowel after it has been inserted as high as possible by 
gentle manipulation. A soap-and-water enema every 
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second morning completes the toilet, and a mixture of 
liquid extract of cascara, 1-3 drachms, and liquid 
paraffin, 1 oz., is administered each night. The symp- 
toms resulting from inadequate care of the paralysed 
bladder and bowel are well exemplified by the experi- 
ences of. a wounded soldier, evidently observant and 
resourceful, whose descriptions’ are good. In the 
Libyan campaign he sustained a wound of the cauda 
equina with resulting paraplegia. After the second 
day he had considerable trouble from bladder- 
retention, with overflow and hematuria; he was 
catheterised repeatedly. His final remark on this 
aspect of his case is’ significant: ‘They sank a 
suprapubic ; no trouble after that with the bladder.” 
So much for what we can do for the patient ; it is 
also worth considering what he can do for himself, and 
this is more than might at first be supposed. To 
sustain an injury causing paraplegia is necessarily 
a severe emotional shock. From the patient’s point 
of view probably the worst aspect of his state is 
incontinence. To lose control of elementary functions 
and to stink of excreta is a profoundly humiliating 
experience: as one man put it, “It calls your last 
bluff.””. Anything which can help him to manage 
his paralysed bladder and bowel, even if he cannot 
recover sensory control of them, will give him back 
self-confidence and help him to tolerate his lot. Some 
fall into a despairing lethargy, a defence against in- 
roads on their depleted strength. In this apathetic 
state they relinquish their whole care to their nurses 
and doctors, and after a few months may drift idly 
into death. Yet if they can be stimulated to make the 
effort many can come to understand and manage 
their condition better, to their physical and mental 
advantage. The paralysed bladder can be made to 
contract by the use of local reflexes. The man should 
be taught these by his doctor, and must experiment 
for himself until he finds the most effective method 
of exciting contraction. Rapid scratching on the 
inner surface of the thighs, friction or tickling of the 
thighs, scrotum or perineum, may all provoke reflex 
micturition. At the end of the flow the man can 
help his bladder to empty more completely by 
pressing downwards and inwards above the pubis. 
Gentle pressure on the neck of the penis just below 
the corona of the glans may also excite the reflex— 
thus accounting for the sudden emptying of the bladder 
which sometimes forestalls the doctor about to pass a 
catheter. Once the patient has established the most 
effective reflex he will find he can by-pass the tidal 
drainage apparatus, and when he can do that he is 
ready to get rid of his suprapubic wound. To achieve 
this stage is an enormous encouragement to his self- 
confidence ; and it is within the power of men who 
have no sensation in the bladder whatever. 
Management of the bowels likewise calls for the 
intellige t joint coéperation of patient and doctor. 
In a man with no bowel control or sensation it is 
sometimes possible to find a laxative which will give 
a single bulky evacuation daily: preparations of 
liquid paraffin and agar are often effective. Habit 
and regular preparation will then give the man some 
mastery of his bowel. If he takes his dose at the 
same time nightly, and at a fixed hour next day turns 
on his side with cellulose spread beneath him, he can 
usually complete his bowel action for the day, even 


5. 4MD Bulletin, March, 1944, no. 33, section 260, p. 10. 
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though he is unconscious of any sensation. For the 
patient this is a great step forward, from erratic and 
embarrassing actions at inappropriate times. In 
patients who have partial sensation and who can move 
a little—those with a cauda equina lesion, for example 
—gravity may help bowel action considerably, 
though it may first be necessary to soften the feces 
with a washout. While still too weak to balance 
himself on a bedpan, a patient can often manage 
his bowel action if he is helped on to a commode ; 
and once habit has become regular he is master of 
his situation. 

Pain is another aspect of these cases which may be 
troublesome. Some are pain-free, but many experi- 
ence severe root pains from the outset—pains which 
are readily excited by vigorous handling of the para- 
lysed limbs. Some patients, with justice, dread the 
sight of a patella hammer, and it is as well, when 
examining reflexes, to make the tap on one’s inter- 
posed thumb or finger, not directly on the tendon. 
Fear of the pain may lead to a tense emotional state 
in which the patient exaggerates small traumata, and 
even dreads movement near his bed. Treatment 
must be by sedation and mild psychotherapy ; and 
the best way to distract him from his pain is to 
encourage him in learning to manage the other 
aspects of his state. 


Income and Increment 


THE Minister of Health has proposed to the medical 
profession through the Insurance Acts Committee 
that inquiry should be made into what should be 
“the range of remuneration of a registered medical 
practitioner in any publicly organised service Of 
general medical practice.” In the opinion of most 
insurance practitioners such inquiry is long overdue. 
The present practice of the irregular and reluctant 
adjustment of the capitation fee, whose original 
method of calculation was never satisfactory and is 
now forgotten, could not continue. Repeated repre- 
sentations by the Insurance Acts Committee to the 
former Minister (1941-43), Mr. Ernest Brown, 
secured the promise that when the war was over the 
whole basis of payment would be re-examined. The 
present Minister has brought the date forward and 
hopes to begin an inquiry as soon as possible. No 
doubt he is not disinterested in so doing, for in making 
specific proposals for a National Health Service it 
would obviously be convenient for him to know 
what range of remuneration is deemed appropriate. 
The composition of the proposed committee of 
investigation (four medical men and four laymen— 
including an actuary or accountant—with an inde- 
pendent chairman) is such as should ensure that any 
evidence laid before it by medical bodies will be 
understood and considered. We hope that if and 
when the committee begins work it will receive, even 
in these crowded days, all the help doctors can give 
to enable it to reach a just conclusion. 
opinions as to their own proper remuneration vary 
widely is shown by the answers to the question in the 
recent questionary, “how much (net—with all 
expenses paid) do you think a general practitioner 
(of, say, 40) should get from all sources at 1939 
prices ?’’ The lowest estimates were below £900, 
the highest above £3000. Fortunately, however, 
the terms of reference of the proposed committee do 
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not ask it to recommend a single figure, but rather a 
“range of remuneration’’; and so, while rejecting 
extremes, it may be able to make suggestions that 
will satisfy the expectations of the majority. We 
hope too that it will consider the strong case in 
favour of payment partly in the form of family 
allowances. 

Though nomoremay be demanded of this committee, 
it will some day be necessary also to answer the much 
more difficult question how, in any national service, 
remuneration may be varied so that good work does 
not go unrewarded. By all means let us have a 
“‘ range of remuneration,” but let us make sure if we 
can that the better rewards go where they are most 
deserved. This knotty problem has no easy solution ; 
but it cannot be ignored and has so far had less 
attention than it deserves. What we must somehow 
contrive is a system whereby increases of remunera- 
tion are not the reward only of seniority and ortho- 
doxy—where a man can earn more only by growing 
older, and has only to grow old to earn more. Seniority 
cannot be ignored, for with seniority comes experience, 
and in medical practice experience will always be 
the best of teachers. But men of equal age and 
experience will continue to differ in their ability, in 
their diligence, and in their willingness to learn and 
go on learning and applying their skill; and most 
people will agree that there should be some incentive 
—beyond the satisfaction given by good work well 
done—that should stimulate the cultivation of these 
qualities and reward their possessor. 

Who then is to assess a doctor’s deserts ? Are they 
to be judged by his seniors, by his colleagues, or by 
his patients? Or must we try to take into account 
the opinions of all three groups? Assessment by 
seniors is the time-honoured path of promotion and 
remains the rule in most hierarchical systems ; but 
while it may lead to the early detection and reward 
of the good man, there is a danger that, even more, 
it will encourage avoidance of any action likely to 
delay promotion, and so will stifle original ability. 
Assessment by colleagues would, in a perfect world, 
perhaps be ideal ; but where one man’s advancement 
may mean another’s loss, human factors enter which 
might easily destroy all chance of future harmonious 
partnership. By one’s patients, then ? This has its 
attractions, but is also open to at least two objections. 
Patients often judge a doctor on qualities little con- 
nected with his clinical ability; and competition 
for the favour of individual patients makes coépera- 
tion between doctors difficult, and necessitates reten- 
tion (for ethical reasons) of barriers that have in the 
past interfered with education of the people in matters 
of health. 

So we find none of these three methods without 
its disadvantages, and conclude it may be necessary 
to take something from each. From the answers 
to the questionary it seems that a composite method 
is also what the largest fraction of the profession 
would prefer. For the payment of general prac- 
titioners within a health centre four alternatives 
were put forward—salary, salary plus capitation 
fees, capitation fees only, or a division ‘of pooled 
receipts. Although these four methods do not 
eorrespond exactly to our four methods of assessment, 
it is probable that in a service paid solely by salary 
supervision from above would most often decide 


increments of remuneration; that under a capita- 
tion system the doctor’s income would vary directly 
with his popularity among patients ; and that under 
a system of pooled receipts, some division, adjustable 
at intervals by discussion between colleagues, would 
be necessary. In spite of the numerous partnership 
agreements that seem to function equitably, this last 
method had fewest supporters, while the largest vote 
went to the proposal for a combination of salary and 
capitation fee. Such a method might in the long run 
prove the best compromise, for it would allow of a 
variable salary which could take into account factors 
such as seniority, the possession of special diplomas, 
and the performance of special clinical or administra- 
tive duties. It would also allow differences of basic 
salary to be made in compensation for geographical 
differences which make one area’easier or pleasanter 
for practice. It would provide, too, a commencing 
salary for the newcomer, which would be augmented 
by an increasing number of capitation fees as he 
attracted more patients. Endless argument is of 
course possible as to which of the two elements in 
such a scheme should preponderate. Advocates of 
almost every permutation would be forthcoming, 
but until we know more of the shape a future service 
is likely to take—especially the extent to which a 
more even distribution of doctors is to be encouraged, 
and the level at which the maximum permissible 
number of public patients is to be fixed—speculation 
about the proper ratio of these two elements of 
remuneration has no firm basis. A reasonable level 
of payment for everybody is on the whole more im- 
portant than pecuniary recognition of individual merit. 
Every decent doctor should have a decent income, 
broadly matching his situation. But in medicine 
as elsewhere virtue is partly its own reward—and, 
however we plan, is likely to remain so. 


Work for the Cardiac Patient 


THe cardiac patient has never received the same 
attention as the tuberculous one so far as his rein- 
statement in industry and his integration into the 
social scheme are concerned. Special colonies have 
been provided for the tuberculous and for some other 
physically and mentally afflicted members of the 
community, but the person with heart disease has 
been left more or less to his own devices, in spite of 
occasional authoritative plans for the amelioration 
of his lot. Two factors are now working to ensure 
such patients a modicum of just attention—the 
steady rise in the average age of the population, 
with its corollary of an increasing number of sufferers 
from hypertensive heart disease, and the popular 
interest in rehabilitation. 

To provide much needed data, workers in New 
York! have investigated the occupational status 
of some 2000 patients with heart disease, all in the 
small-income group, and have published the pre- 
liminary findings of a “ work-classification unit ” 
set up at the Bellevue Hospital in that city. The 
economic position of the heart patient depends on 
his functional and therapeutic status, the type of 
occupation for which he has been trained, the neces- 
sity for self-support, and his emotional reaction 
toward’ his disease. The 2081 patients who formed 
the basis for this study were approximately equally 


1. Kresky, B. and Goldwater, L. J. Amer. Heart J. 1944, 27, 623. 
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divided between the two sexes, and the average age 
of the women was less than that of the men. Of the 
women, 84°%, were working, compared with 47% of 
the men, the preponderance of women being partly 
due to the fact that women who were doing their own 
housework were classified as working. A_ special 
investigation of 90 housewives showed that only 8% 
were doing no work at home and only 20% were 
restricted to light cooking and cleaning. Analysis 
of the records of 1358 patients who were working 
showed that 21°, of the men were doing professional 
or clerical work, 42%, skilled or semi-skilled work 
(electricians, painters, &c.), 29% unskilled work 
(labourers, domestic servants, &c.), and 8% were 
students. The fact that 70% of the men with 
rheumatic heart disease were working, compared 
with 51% of those with syphilitic heart disease and 
26% of those with degenerative heart disease, can be 
largely explained by the different age-incidence of 
these types of disease. More than half the patients 
with ‘‘ marked limitation of physical activity ’’ were 
doing unskilled work. Of 110 patients for whom 
jobs were suggested as a result of investigation at 
the Work Classification Unit, many were found to be 
doing entirely unsuitable work. Thus nearly half 
the patients who were advised not to engage in 
unusually severe or competitive work were employed 
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as manual labourers, waiters or waitresses. A follow- 
up showed that patients with moderate impairment 
of cardiac function could do sedentary work, provided 
their hours were limited to 40 a week. One important 
lesson which emerged is that the patient with a cardiac 
lesion should live as near his work as possible. There 
is little value in a 40-hour week if a man has to spend 
an additional 12 hours a week travelling to and from 
his work. 

This study emphasises the urgent need for further 
work to ensure that the recommendations of the 
Cardiac Society ? are implemented. Some authorita- 
tive body, such as the Cardiac Society, should out- 
line the various categories into which cardiac patients 
can be classified from the point of view of capacity 
for work. Special clinics should then be set up in 
selected teaching hospitals where patients can be 
graded, found suitable employment and carefully 
followed over a period of years. Centres will be 
required where middle-aged patients can be trained 
for suitable work. Both these needs were listed in 
the appendix to the Tomlinson report. The problem 
is a large one, but provided the codperation of em- 
ployers and the Ministry of Labour is obtained there is 
no reason why every patient with a heart lesion should 
not be provided with work suitable to his capacity. 

2. See Lancet, April 8, 1944, p. 484. 


Annotations 


THE BURST ABDOMEN 


In at least one in every 200 laparotomies the wound 
bursts open, usually between the sixth and ninth post- 
operative day, and some part of the peritoneal contents 
becomes visible. Of the patients who suffer this acci- 
dent about one in three dies. Tashiro,’ in his review 
of American writings on the subject, shows that there 
is no agreement on the cause of burst abdomen, but it 
seems likely that more than one factor is nearly always 
at work. Normal wound healing has been investigated 
by many workers, notably by Howes, Sooy and Harvey ? 
who found that in dogs there is a lag period of five or 
six days, characterised by absence of fibroblast activity, 
before the tensile strength of a wound starts to increase. 
Wounds in facet grow weaker during the first few post- 
operative days, especially after repair with catgut, 
because cedema makes the tissues friable and less apt 
for holding sutures. There is no reason to suppose 
that the canine differs from the human fibroblast, and 
man’s abdominal wounds undoubtedly undergo a lag 
period of much the same sort as the dog’s. During 
this time even a normally healing abdominal wound 
may burst if an upfair strain is put on it by severe 
vomiting, coughing or by meteorism in the early days 
after operation. Since the strength of a wound depends 
at first on the handiwork of man rather than on the 
efforts of Nature, the details of surgical technique will 
influence the strength of the wound ; suture materials, 
spacing and type of stitches, knots, position of the 
incision and placing of drains are of much (and some 
think of paramount) importance. Even when such 
mechanical factors are satisfactorily attended to, it is 
vital to keep the lag period, which nature requires to 
mobilise the fibroblasts, within normal limits. The lag 
will be prolonged if there is a gap between the wound 
surfaces, caused for example by hematoma or by collec- 
tions of pus, It will also be lengthened if there are 
deficiencies in the healing power of the tissues, and much 


1, Tashiro, Ss. Surg. Gynec, Obstet. 1 944, 78, 487. ; 
2. Howes, E. L., Sooy, J. W. and Harvey, 8. C. J. Amer, med, Ass, 
1929, 92, 42. 


attention has lately been given to this. Its importance 
is well illustrated by Hunt’s* investigations on 17 
human laparotomy wounds which came to autopsy 
between the seventh and fortieth postoperative day. 
In 8 of these cases the histology was strikingly similar 
to that seen in the experimental wounds of scorbutic 
guineapigs, and no less than 5 had suffered disruption 
of the abdominal wound. It has been conclusively 
shown by many workers that one factor which inter- 
rupts the healing of experimental wounds in animals 
is lack of vitamin C. Bourne* has shown that the 
tensile strength of healing wounds in guineapigs varies 
with the daily dose of vitamin C. Hunt and others 
have demonstrated experimentally that scurvy inter- 
feres with collagen formation. Besides scurvy, hypo- 
proteinzemia has been found to cause slow and unhealthy 
healing of wounds in dogs.6 It seems probable that 
vitamin C is of prime importance in healing ; but there 
are without doubt other nutritional factors at work, 
among them hypoproteinemia, on which further light 
is required. It would be interesting to know whether 
war wounds of the abdomen are more or less prone to 
bursting than the wounds of civil surgery. Estcourt and 
his colleagues,* and Law’ and Blackburn * have recently 
published in these pages accounts of abdominal wounds, 
totalling 195 cases between them, in which they mention 
only one burst abdomen. One would expect that the 
unfavourable surgical circumstances which attend both 
the infliction and the repair of abdominal wounds in 
soldiers would lead to frequent bursting, and the fact 
that the scanty information available does not support 
this expectation suggests that the superb nutrition and 
health of fighting troops is a compensating insurance 
against this accident. In Bourne’s vitamin-C deficient 
guineapigs the deeper layers of the wounds tended to 
give way, leaving the skin intact. This suggests that 
the «xtiology of burst abdomen has an important bear- 
. Hunt, A. H. Brit, J. Surg. 1941, 28, 436. 
. Bourne, G. H. Lancet, 1944, i, 688. 
. Thompson, W. D., Ravdin, I. 8, and Frank, I. L. Arch. Surg. 
1939, 36, 500. 
. Estcourt, H. G., Ross, J. A., Clarke, 8S. H. and Ross. R. W. 
Lancet, 1944, ii, 38. 
. Law, W. A. Ibid, 1944, i, 425. 
. Blackburn, G. Ibid, 1944, i, 361. 
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ing on the less dramatic but more frequent post- 
operative hernia. 

The prevention of postoperative disruption depends 
therefore on the anesthetic, the surgical technique and 
the diet. The anesthetist by his skill can diminish cough 
and vomiting, and give the surgeon that relaxation of the 
abdominal parietes which favours gentle handling of 
the bowel and ease in repairing the wound. The 
surgeon must neglect no point in technique which will 
contribute to the firm apposition of the wound edges, 
and he must remember the vitamin intake and plasma 
proteins of his patient. The dietitian must ensure as 
much food of bigh protein and vitamin content as the 
patient can take. Last and by no means least, adequate 
supplies of these foods, which are now so strictly rationed, 
must be available in institutions where the sick and 
wounded are treated. 


FREEZING TO DEATH 

Except for an occasional tourist, straying from the 
beaten tracks of Snowdon or Scafell, few people are 
frozen to death in these islands. In Russia it is other- 
wise, and the Germans were lately taking almost as 
much interest in freezing as in frostbite. Grosse- 
Brockhoft and Schoedel! published four papers on the 
subject in 1943, They discussed the widespread effects 
of cooling on medullary function, oxygen consumption, 
carbohydrate metabolism, blood lactic-acid content, 
circulation, respiration, hemoglobin and hormone 
regulation, and performed a series of experiments on 
dogs. Simultaneous readings were taken of the tem- 
perature of the rectum, skin and brain, the respiratory 
volume, composition of expired and alveolar air, arterial 
and right ventricular blood-pressures, the rate of 
femoral blood-flow, the oxygen, carbon dioxide and 
lactic acid content of the blood and its CO, combining 
power, with an electrocardiograph running throughout. 
They discovered little of special value, but they did 
show that failure of the adrenals—so often aecused on 
little evidence of being responsible for death from 
hypothermia—did not occur. This finding is consistent 
with Gellhorn and Feldman’s* demonstration that cold 
stimulates both the sympathetic and parasympathetic 
components of the autonomic nervous system. If the 
German experiments showed anything, it was that the 
real cause of death will probably prove to be the direct 
effect of cold on the heart. That their work was not 
inspired by pure scientific curiosity but by a desire for 
practical results is shown by their next two papers in 
which the therapeutic effect of a large number of drugs 
is examined, again in dogs. From these it appears that 
atropine and intravenous glucose are worthy of trial, 
that cardiazol and strychnine are useless, and that 
nikethamide, lobeline and adrenaline are dangerous: 
the first two because the cooled heart is unduly suscep- 
tible to vagal action and the last because it produces 
a fall in blood-pressure. Werz?* attacked the problem 
from a different angle and concluded that the essential 
lethal factor is oxygen deficiency, brought about by a 
simultaneous increased demand (produced by the 
normal physiological reactions to cold) and decreased 
supply (due to reduction in the dissociation of oxy- 
hemoglobin). 

These experiments were conducted on dogs whose 
body temperatures had been reduced to 77°F. The 
results can be compared with the observations of 
Talbot * (Boston) who, treating inoperable cancer by 
‘‘erymotherapy,’’ reduced the rectal temperature of 
two of his patients to 74° F. and 75° F. without ill effects. 
In the hibernating animal the freezing point of water 


1. Grosse-Brockhoff, ., Schoedel, Ww. Pfhliig. Arch. ges. Physiol. 
1943, A ay , 664. Arch. exp. Path. Pharmak. 1943, 201, 417, 
443 


2: Gellhora, E., Feldman, J. Amer. J. Physiol. 1941, 133, 670. 
3. Werz, R. von, Arch. erp. Path. Pharmak. 1943 202 561. 
4. Talbot, J. H. New Engl. J. Med. 1941, 224, 381. 


may be approached. All from auri- 
cular fibrillation below 80°F. The dogs used by the 
German workers showed bradycardia down to 82° F., 
when auricular excitation disappeared and the AV 
node took over. At still lower temperatures the sinus 
rhythm reappeared at intervals, accompanied by AV 
dissociation and ventricular extrasystoles, single or 
in salvos. Meanwhile conduction became steadily 
slower and occasional heart-blocks of various types 
occurred. The ventricular complex was broadened and 
followed by an arch-shaped ST interval. The changes 
developed both in vagotomised animals and those 
under atropine. Of more general interest perhaps is 
the observation, attributed by Talbot to an eighteenth- 
eentury bon viveur named Weeks, that immersion 
throughout the night in cold water entirely prevents 
the after-effects of alcohol. 

The subject has been recently reviewed in a mono- 
graph by Méd. Lieut.-Colonel Scheiniss,> working in the 
surgical clinic of Prof. S. Guirgolave at the Military 
Academy of Medicine in Moscow. Colonel Scheiniss 
points out that outside the laboratory death from 
cold alone does not occur, such adjuvants as humidity, 
wind, snow, old age, hunger, disease and injuries, or 
excessive consumption of alcohol, being necessary. 
Freezing to death in the sense of solidification never 
occurs, death taking place in men at about 68° F., 
well above the freezing point of tissues. Solidification 
occurs only after death. Before death the body 
becomes poikilothermic. Scheiniss has not observed 
any cardiac changes other than bradycardia and, in 
contradiction to other observers, finds no significant 
change in the composition of the blood. As earlier 
workers have shown, the BMR in warm-blooded animals 
exposed to cold rises at first, but as body temperature 
falls the BMR also falls, and does so progressively till 
death. The early increase in heat production is due 
exclusively to carbohydrate metabolism, and rats fed 
on high carbohydrate diets survive exposure to cold 
longer than controls on normal diet. Scheiniss takes 
the view that it is impossible to ascribe death to failure 
of any one organ, but differs from German workers in 
giving pride of place to the central nervous system rather 
than the heart. In practice he recommends rapid 
warming, advice as wise in general hypothermia as it is 
unwise in localised frostbite. Contrary advice, to warm 
the patient very slowly, has probably been given in 
the past owing to confusion between the two conditions. 
Dr. Scheiniss is to be congratulated on a monograph 
not only of considerable merit but, so far as we are aware, 
the first of its kind. It is hoped that a translation into 
English will eventually appear. 


APPLIED RESEARCH 

THE fundamental research undertaken by universities 
and colleges will sometimes result in discoveries of no 
small commercial value. Academic bodies seldom shine 
in the pursuit of private profit; they exist for a very 
different purpose. But there is no reason why their work 
should be exploited by others or should run to waste 
when the public would benefit from its development. 
A recent publication by Nuffield College® contains, 
among much else of interest, a suggestion that we might 
do worse than take note of the success of bodies like the 
Research Corporation which deal a this problem in 
the United States of America. Mr. G. Cottrell, an 
instructor in chemistry at the University of California, 
discovered a method of recovering by electrical agencies 
the mists of sulphuric acid, the chemical fumes of smelters 
and other waste products of manufacture. Disdaining 
to harvest the personal fortune which awaited him, he 
considered handing over his patent rights to his univer- 
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sity. Realising, however, that an academic institution 
is ill equipped to handle the niceties of patent law or 
the commercial application of a new process, he founded 
instead the Research Corporation, incorporated in 1912 
with powers to receive patents from any inventors who 
were willing to bestow them and to have the returns 
devoted to the cause of science. In the 12 years ending 
in 1941 the corporation had been able to give a million 
dollars in support of scientific and industrial research. 
It has its own laboratories, but it applies its resources 
primarily to finance investigations elsewhere. It acts 
for many universities and colleges, including the well- 
known Massachusetts Institute of Technology. This 
achievement the Nuffield Statement regards as preferable 
to the results obtained where an American university has 
created a separate patent-holding entity of its own. 

There is an element of over-simplification in speaking 
of “fundamental” or “‘ pure”’ research as something 
appropriately or inevitably domiciled in university 
laboratories in contrast with the “ applied” research 
which goes on in government laboratories, research 
associations or individual or grouped industrial firms. 
The Nuffield Statement insists upon the unity of science 
and, among other practical steps, advocates some system 
of superannuation for research workers who labour in the 
common cause, whether in the fundamental or the 
applied field of discovery. To play its part in the 
postwar economy, this country will need trained per- 
sonnel and first-class original work even more than 
money, buildings and equipment. We have no real 
shortage of ability, but we must set about its mobilisa- 
tion. Publicity has already been given to the rival views 
of big firms which desire different degrees of rigidity in 
the scope and operation of our patent laws. Not less 
important is the problem of making the university 
scientist available as adviser or research worker to a 
private firm. Is he to live a cloistered life untainted by 
association with the profit motive, and is his university 
to hold itself aloof from applied seience ? The eminent 
signatories to the Nuffield Statement, many of them 
fortified by actual experience of both fundamental and 
applied research, ask for an easier interchange between 
the two fields of activity, and would like to establish a 
recognised code of conduct for the university man who 
undertakes industrial research for a private firm. They 
suggest that a small committee representing academic 
and industrial interests should work out some reasonable 
arrangement in consultation with the professional bodies 
concerned. The Association of Scientific Workers, in a 
recent report,’ also thinks well of the idea of a Research 
Corporation and would like it probed by the Royal 
Society or the proposed Universities Council. 

Aided by ancient tradition, the medical profession 
has already encountered certain aspects of the relation 
between scientfic discovery and commercial exploita- 
tion. Its contribution may well justify a cautious 
optimism of approach to the wider problem. 


FOOD RATIONING AND SUPPLY 

RATIONING in some form or another has now cast its 
shadow over almost all the world. But no two nations 
have had to face quite the same problems; for some 
there have been only mild restrictions on the purchases 
of certain foods, while for others a rigid system of ration- 
ing has been in foree, covering nearly all edible com- 
modities.* Rationing, however, even a rigid system like 
that of Germany, need not imply a scarcity of food or 
malnutrition, and it does not necessarily affect all the 
population equally. Farmers in all countries have been 
largely unaffected by rationing, and all scarcities have 
developed in urban centres, where food intakes have 
7. Science in the Universities : re port submitted to the U niversity 
wa € ee From the Association at 73, High Holborn, 
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depended on the size of legal rations, the extent to which 
these were available, the purchasing power of wages, and 
the black market. There was a notable improvement 
in the rations in many European countries in 1943-44 
owing to the good harvests which prevailed last year. 

The theoretical calorte intakes seem to be up to prewar 
levels in Denmark, Germany, Rumania and Hungary ; 
and in Germany, in particular, the intake appears to be 
quite 3000 calories per day per adult male. In Bohemia 
and Moravia, Belgium, Finland, the Netherlands and 
Norway, rations in most cases supply fewer calories than 
were consumed before the war, and there have un- 
doubtedly been shortages among some of the consumer 
groups. In the Baltic States, Slovakia, France and Italy, 
rationing has been more restrictive, and in Poland, 
Greece, parts of Jugoslavia and occupied Russia, famine 
conditions have prevailed from time to time, but in 
general the position has improved since 1942. In 
Denmark and Germany every effort has been made to 
maintain the output of ‘‘ protective ’ foods, and by the 
creation of priority groups to see that every member of 
the community gets the nutrients which he requires ; 
but it has not been possible to ensure this over the whole 
of occupied Europe. Norway is very short of vitamin C, 
for example ; and in the Baltic States, Poland and Greece 
the shortage of calories dominates the situation to such 
an extent that until these primary needs are made good 
the composition of the diet must remain of secondary 
importance. Even the neutrals have not had an easy 
time. Scarcity and malnutrition are still widespread 
in Spain and accentuated by a flourishing black market. 
Sweden and Switzerland have based their rationing on 
the highly differentiated German system, but both 
countries have been able to leave potatoes unrationed 
and to introduce some flexibility into the system. Eire 
has had to face a serious shortage of wheat, and for the 
first years of the war had to resort to a bread made from 
100% extraction flour. This loaf was not fortified with 
calcium, and an increase of rickets in Dublin ® seems to 
have been the unfortunate result of this omission. 

The British system of rationing is far less differentiated 
and rigid than the German, and there has been much 
more flexibility and freedom of individual choice. 
Shortages of fruit, some vegetables, and of meat there 
may have been, but potatoes and wheat, in the form of 
85% extraction flour, have never been rationed, so that 
everyone has been able to satisfy his demand for calories. 
The canteen meals (off the rations) and the points system 
have aided all to get the kind of food they like and 
require, and the priority arrangements have benefited 
children and pregnant women. There can be little 
criticism of the way the food situation has been handled 
in this country. Civilian death-rates were lower in 1942 
than they had been in 1938 in the Netherlands, Denmark, 
Sweden and Switzerland, and they are unchanged in 
Britain, suggesting that rations in these countries were 
adequate up till then. The death-rates rose, however, 
in Germany and all the occupied countries except 
Bulgaria ; but it is impossible to attribute this entirely to 
malnutrition, since there is no evidence from the ration- 
ing system that there was any malnutrition to speak of in 
Germany at that time. It is evident that the relation- 
ship of nutrition to mortality, whether of adults or infants, 
is a difficult one to decide. 

The war in Europe may end before long, and plans 
for relief have been made; but clearly some of the 
occupied countries will require a great deal of assistance, 
and if transport breaks down acute scarcity is likely to 
develop in some districts, even in states such as Germany 
which are relatively well off today. The worst conditions 
are likely to be found among the inmates of institutions, 
particularly those which cater for the old and infirm. 

9. Pringle, H., Revaelm. R. A., Jessop, W. J. E. J. med. Ass. Eire, 
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A STUDY OF 


Special Articles 
A STUDY OF TREASON?! 


A. M. MEERLOO, MD 
MAJOR, ROYAL NETHERLANDS ARMY 


ESCAPERS all have great difficulty in ordering their 
reminiscences. They suffer from an emotional amnesia 
and do not find it easy to recall their unpleasant expert- 
ences in occupied countries. In spite of this amnesia 
we want to get at the facts, we want to remember our 
experiences lest they should escape us entirely. I was 
never more pleased at being a psychologist than during 
those terrible years of occupation ; because psychologists 
know that such things exist in men and that such 
happenings are possible, and they are therefore better 
able to defend their own personalities than most. 

Why are we so deeply affected by the idea of treachery ? 
Is it only betrayal by our friends which cuts us, or is 
there an instinctive loathing of treachery in general ? 
Or is it the potential traitor in each of us, the curious 
problem of self-betrayal, which attracts our attention ? 


THE MOOD FOR TREACHERY 

No traitor will admit his treachery : in his own mind 
his conduct is perfectly justifiable. In the course of 
practice I have come across several people who later 
became traitors. One could not have called them 
wicked: they were rather of the type that is easily 
influenced by current ideas and theories. Those who 
tried to intimidate me with their fascism were never 
strong characters: they were rather those who were 
disappointed in life, the frustrated who transferred their 
feelings to political phantoms. Among them were people 
with serious psychiatric abnormalities, some with 
homosexual tendencies who had been unable to find any 
real basis for their lives. 'Two who took a violent part in 
the betrayal of Holland suffered from a strong mother 
fixation which was projected on their country. These are 
examples of disloyalty the seeds of which were sown 
in youth; and abnormal fixations of the kind are 
common. 

After the occupation, such people would come to me 
triumphantly and point out how right they had been. 
Their new security, backed by force, made them hard 
and contemptuous to those who had failed. They made 
great play with the slogans of the conqueror: they were 
working for a new Europe, they declared.; humanity and 
righteousness were taboo ; blood must flow for the sake 
of an idea. They took over the Nazi scapegoats, Jewry 
and Bolshevism, and declared almost with tears that 


these made inhumanity necessary. They quoted Rost 


van Tonningen, one of the Dutch Nazi leaders: ‘ The 
Jews have no culture, and must therefore be got rid of, 
however deplorable this may be.”’ 

The mixture of animal impulse and self-deceit which 

made up their arguments, combined with their specious 
friendliness and their desire to make a convert of me, often 
sickened me. These people, with their eternal need for 
justification, their desire to be led, their private grudges 
and hatreds, needed above all things to make converts, 
to persuade people of the rightness of their attitude. 
Traitors always try to assuage their consciences by 
persuading other people into treachery. Above all, they 
were people with a grievance, desirous of revenging 
themselves on society for its ill treatment of them. 
_ The desire for revenge is the outward symbol of an 
inner incapacity, a weakness. It is the religion of the 
dissatisfied, of those whose ambitions have been frus- 
trated—and the Nazis understood this very well. They 
systematically sought out such people. Thus a director 
of a Dutch government concern who was dismissed on 
moral grounds received next day an invitation to join the 
Nazis, and became the leader of his guild. The head of 
another concern, dismissed for embezzlement, returned 
a few weeks later as a Nazi agent. The armed Nazi 
police force, the ‘‘ Weer Adeeling,”’ was recruited from 
among the inmates of a hospital for psychopaths. 

The act of treason can sometimes be committed more 
easily if a man changes the group with which he identifies 
himself. Thus Lord Haw-Haw now calls himself a 
1, Abstract of 

lecture given to the British Psychological Society 
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German. The Nazis gave the weak, the guilty, the 
ambitious, the frustrated, a camouflage and a set of 
bogus ideals to which they could transfer their fears, their 
guilt and their unfulfilled desires. What could not be 
done by persuasion was done by terror. I know myself 
how great was the temptation to go over to the enemy, 
to the strong party. Its set of slogans and its ready-made 
philosophy comforted the faint-hearted ; and if these 
failed there were less subtle but equally convincing 
threats of punishment. The German propaganda 
machine is, in fact, a rather successful instrument for 
poisoning men’s minds. Mein Kampf often refers to the 
method of using human weakness as a starting-point for 
systematic persuasion. Hitler says that one must give 
the disappointed a sense of greatness and importance ; 
then they will swallow every suggestion with the utmost 
docility. 

With the Dutch they had some success at first because 
of the suddenness of the invasion. Material surrender 
meant, for a short time, mental surrender. People tried 
to justify the Germans, to identify themselves with ideas 
which appeared to be stronger than theirown. The same 
thing happened to German thinkers in 1933. Suddenly 
afraid, they surrendered their science and beliefs to 
something which they believed to be stronger than 
themselves. Just so unstable is our structure of truth. 


THE MAN BENEATH THE TRAITOR 

All so-called traitors believe their change of attitude 
emerges from their normal mental development. We, 
on the other hand, should say it was a result of abnormal 
development, which could not have occurred if they had 
been fully integrated. This does not imply that a man 
must remain bounded by the group from which he origin- 
ally received his feelings and ideas. Mental development 
demands that he shall be the eternal protestant, facing 
reality, dogma and tradition with a critical mind. It is 
the fate of man to go further than his teachers. Socrates 
was accused of being a traitor, of corrupting youth ; but 
he refused to escape from prison out of respect for his 
country’s laws. This is not the way of the traitor : he 
sees only his own rights, never those of the community. 

In this war, what we call treason takes place not on the 
intellectual but on the instinctive plane, and can be 
traced back to the earliest stages of emotional develop- 
ment. In the course of growth there are several critical 
phases entailing major adaptations. A man who does 
not succeed at one of these stages becomes static, yearns 
for the security of his past, and cannot achieve any other 
security. 

The most revolutionary phase which we experience 
consciously is puberty ; during this phase we leave the 
protection of the family, with its own norms and stan- 
dards, and try, unprotected as we are, to make new 
standards for ourselves. The adolescent develops his 
critical powers, putting everything to the test of his 
reason, limited though it is, and doubting traditional 
truth. He might be said to be treacherous to his former 
surroundings ; but he is, in fact, being true to the self he 
is beginning to discover. Nevertheless, he has a sense of 
guilt, loneliness and longing. So too the revolutionary, 
who breaks with tradition at the behest of a higher power 
within him. Most adolescents, after their period of 
revolt, become men adjusted to the world as it is. Those 
who do not adjust themselves fall into two groups: the 
progressives who are guided by principles which later are 
held to be ‘‘ good,” and the nihilists who take their 
revenge on society by attempting to destroy it. 

Thus we can arrive at a psychological definition of 
treachery : it is a failure to pay due regard to our inner 
processes, a denial of ourselves. Every betrayal is a 
self-betrayal. It is the giving up of one’s own sincerity, 
either in return for power, money or some other gain, or 
under pressure from outside. Every time we. silence our 
consciences for our own interest or to please others we are 
treacherous. 

Such treachery has roots in the ambivalence of man. 
The adolescent as he steps into a new world feels himself 
cut off from the world of his childhood ; he hates what he 
forsakes, feeling it has forsaken him. Just so the traitor 
hates the leader he forsakes. This hatred is not always 
conscious :: inverted, it may appear as a dread of aggres- 
siveness. Some people declare they cannot hate ; they 
are less willing to defend their values than to justify the 
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actions of the enemy. Their own aggression, of which 
they are subconsciously aware, inspires feelings of guilt, 
and their sense of inferiority urges them to bow to a 
superior power. The same fear of aggressiveness makes 
them refuse to accept as truth the stories of their friends 
and allies. 

A sense of guilt is one of the most fertile sources of 
betrayal : once an injustice has been done, the victim is 
an object of hatred and a candidate for further injustice. 
This explains the crescendo of criminality in Germany. 

The decision to betray or not to betray does not always 
present itself as a clear-cut issue; but the opportunist 
who would postpone the decision has already half linked 
himself with the enemy. The Germans, who understand 
this well, have made it easy for civil servants in ambigu- 
ous positions to sign declarations dissociating themselves 
from the cause which they are actually espousing. The 
conflict remains, and victims of it fall into a state of moral 
numbness and confusion which puts them completely 
at the mercy of the enemy. 

Betrayal of others, then, may be the result of develop- 
ing powers of thought which carry the thinker beyond 
his fellows ; but self-betrayal is bound up with aggres- 
sion, repressed patricide, lust of power and egoism. 


HOW TRAITORS ARE NOT MADE 


After the war we shall have to cope with many traitors, 
and our own guilt may cause us to forgive them too 
easily. However, just as the hypnotic force of fascism 
strengthened the fascist tendencies of men, so it may be 
that mass suggestion towards good may neutralise 
treachery in traitors. In any case, the horror of the 
world at their actions is bound to diminish in time, and 
neither horror nor their own sense of guilt will do away 
with the problems of self-betrayal and resentment against 
society. Some people can only conquer their sense of 
inferiority by a persistent attitude of dissatisfaction ; 
they prefer the secrecy of clique and schism to productive 
work with the community. Thus it would be folly to 
segregate traitors together: that would be to breed a 
pure culture of hatred. 

For the psychologist, the traitor is a person who needs 
to break away from his environment, even to do violence 
to it; and his reasons, any of which may be true, are 
connected with his development, particularly during 
adolescence. The politician and the psychologist meet in 
considering how to cope with him and how to prevent his 
reappearance. It is dangerous to permit a man to persist 
in his personal discontent—heé too easily becomes blinded 
to all save his resentment against society. Such hatred 
can be exercised only by allowing each man treedom to 
criticise and by creating in him a sense of responsibility 
for his views. In democracy the opposition has an 
important part to play, and a democracy conscious of its 
own ideals should be able to eradicate psychological 
imbalance of this kind. 


THE FAMINE IN BENGAL 
(FROM A CORRESPONDENT) 


A CLOSE network of hospital and general-practitioner 
services linked to the public health services, such as we 
enjoy in England, does not exist in India. Gross differ- 
ences in the health standard of the two countries strike 
one forcibly the moment one lands in Bombay. In the 
streets of Indian cities, towns and villages are to be seen 
people suffering from contagious and other diseases in 
all stages, including the most active. Widespread 
active disease, widespread malnutrition and an ex- 
tremely low general standard of living are one’s first 
impressions. 

To quote Dr. J. B. Grant! director of the All-India 
Institute of Hygiene and Public Health : 


‘“* The level of health in India islow. Preventable epidemic 
diseases such as smallpox, typhoid, dysenteries, cholera and 
malaria are widespread. Tuberculosis is spreading and 
each year presents a more menacing problem. The resistance 
of the population to disease is low. Malnutrition and nutri- 
tional diseases are omnipresent. The heavy incidence of 
disease is reflected in the high mortality figures given in the 
following table. 


1, Health of India. (Pamphlet on Indian Affairs No. 12.) London: 
Oxford University Press. 1944. 9d, 
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Death-rate Birth-rate (per -Infant mor- 


1937 (per 1000 tality (per 
living) 1000 living) 9001ive 
India .. ks 22-4 162 
Australia & 9-4 17-4 38 
England-Wales 12-4 14-9 58 
17-0 30-6 


“* Expectation of life-—British India 27 years, Australia 67 

years, England-Wales 63 years, Japan 47 years.” 
He points out that in rural districts—and India is 
largely agricultural—the unit is a health centre for about 
80,000 people spread over 80 sq. miles. The usual staff 
is one sanitary inspector, one health assistant, and one 
or more vaccinators and medicine carriers. In Bengal 
(population 60 million) the total cost of the scheme is 
Rs.1,200,000, say £80,000. Thus for each of the 600-odd 
units the cost is £130. This works out at two-fifths of 
a penny per person! Compare England where the school 
medical service alone costs 78. per head of school popula- 
tion per annum. 

Curative dispensaries and hospitals number 6500, and 
they can deal with 35 million patients a year. Most 
Indians get their ‘‘ medical attention ’’ from practi- 
tioners of indigenous pre-scientific medicine. The total 
number of doctors is 42,000 (1 per 9000 of the population), 
and of trained nurses (in peace-time) less than 4500. 

As to conditions in towns, the report of the Central 
Advisory Board of Health for 1939 states that ‘‘ accord- 
ing to available information nearly one half of the 
districts and three-quarters of the municipalities of 
British India are still without qualified health officers.” 


FOOD AND FAMINE 

The sketchy medical services outlined above are repre- 
sentative of the general public services and _ reflect 
also the appallingly low general standard of living. In 
peace-time the standard is barely one of subsistence for 
most of the people, and a diet inadequate in calories 
and grossly inadequate in vitamins and minerals is the 
rule.2. Obviously any diminution in the food-supply of 
a population that ‘‘ normally ” lives under such condi- 
tions will have disastrous effects, and such a diminution 
took place in Bengal, in the Bombay Presidency and parts 
of the Central Provinces and the Southern states in 1943. 
I lived in Bengal from July, 1943, until last April and 
saw a good deal of the famine there. I am not concerned 
here with the causes of the famine, except to say that it 
is generally agreed to have been man-made. That is, it 
was not due to any absolute shortage of foodstuffs in 
India, but to maldistribution, hoarding and other evils 
of inefficient administration. 

In Calcutta in July, 1943, I saw starving destitutes, 
mothers with starving children, starved corpses in the 
streets, and food queues hundreds of yards long in which 
the destitutes often waited for more than 24 hours. 
And in the restaurants plenty of good food. Plenty of 
food too in the wayside stalls, for those who could afford 
it. The destitutes pick the garbage cans and strew the 
contents about the streets. Result: stinking streets. 

In the country districts, where I worked till December, 
villages were deserted, families were starving by the 
roadside, and there was a general migration to Calcutta 
and lesser towns such as Chittagong, Comilla and Dacca. 
Towards the end of 1943 the Army was put on the job of 
famine relief; by this time the attendant epidemics of 
malaria, smallpox and cholera had reached alarming 
proportions and plague was reported in many districts. 

Any description of things seen daily in the country 
would read like a horror story. But even in Calcutta 
they were very bad, as is shown by the following extracts 
from the Statesman, a responsible British-owned paper : 


August 8: “For some weeks emaciated human beings 


migrant from foodless areas in the mofussil (country districts) 
have been dying in the streets of Bengal’s capital.” 

August 13: “ Every hour of the 24 may be seen in Calcutta, 
and other towns, men, women and children lying about the 
pavements, the footpaths, under trees, lucky if they are 
sleeping through the hours of hunger, wet, weak and ill, 
almost hopeless.” 


2. Marrack, J. R. Food and Planning. London, 1942. 
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October 20: ‘‘ Mortality in the city for the week ending 


October 16 had been 2154 ... the quinquennial weekly 
average for this time of year is 573.” 


Early this year the Department of Anthropology of 
Calcutta University made a sample survey of 8 of the 28 
affected districts. The family was taken as a unit, and 
the survey was the first attempt of its kind, for previous 
estimates of mortality had been based on the figures 
given by the village watchman. The survey shows that 
in 816 family units, with a membership of 3840 the 
deaths from June to December, 1943, were 386, or 10%. 
The report says that for the whole of Bengal the prob- 
able number of deaths above the normal comes to well 
over 3,500,000 (total population 66,000,000). Of the 
deaths, 30-50% were of children below five years of age. 


SOCIAL EFFECTS OF FAMINE 

Besides epidemic disease, the famine has brought 
widespread social disruption to Bengal. The peasant 
cultivator has been forced to sell or mortgage his farm 
for ready cash. Thus in Nilphamari (Rangpur district, 
North Bengal) in August-October, 1943, the number of 
property sale deeds was 11,915, compared with 4368 the 
previous year. And during the same period in Naraya- 
gang (East Bengal) 150-195 sales or mortgages were 
registered, against the normal 10-15. When the ready 
cash thus obtained is exhausted, the cultivator usually 
leaves his village for Calcutta. His daughter often takes 
to prostitution; and in the words of the Statesman. 
(August 13, 1943), ‘‘ there is a further great evil, about 
which men have spoken cautiously in public. Many 
young people, homeless and friendless, have disappeared, 
probably sucked or dragged into the vice of a large city.” 
With the widespread destitution, families are broken up. 
What this means to the future of the province can hardly 
be visualised at present; it will necessitate a huge 
programme of rehabilitation. 

1 have not touched on relief measures ; and the work 
of the Army, the Friends Ambulance Unit and various 
voluntary and local bodies, such as the village food com- 
mittees, must be recognised. But what is not realised 
over here is the vastness of the tragedy that last year 
overcame a population greater than that of the British 
Isles, and the vastness of the danger which confronts 
it again this year. 


A NATIONAL MEDICAL SERVICE? 
EXTRACTS FROM A BROADCAST DISCUSSION 

On August 3 the BBC broadcast a discussion between 
Dr. Guy Dain (chairman of council of the British Medical 
Association), Sir Arthur Rucker (deputy secretary of 
the Ministry of Health), and Flight-Lieutenant W. P-. 
Matthews, representing the potential patient. Here are 
passages from their debate. 

Dain—I can tell you why the doctors are suspicious. 
Ever since National Health Insurance was introduced 30 
years ago, we’ve been pressing for its improvement, and the 
Government’s done nothing. Sir William Beveridge produces 
an excellent report on social security: as a financier he’s 
bothered about the outgoings from his social security fund on 
sick-pay—on doctors’ certificates in fact. That leads him to 
suggest a comprehensive medical service in order to improve 
health, and in order also to control those doctors’ certificates 
and expense : that’s what’s stimulated the Government out of 
its 30 years’ sleep. And again over 16,000 doctors are in the 
Services—about one-third of our prewar working personnel. 
The rest are hard-worked as never before. Why choose this 
moment to make a change ? Of course many doctors are 
suspicious. Are you surprised ? 

Rucker—Yes, I am surprised—very surprised. It seems 
to me grotesque that anyone should suppose that the Govern- 
ment are going to all this effort to introduce a comprehensive 
service for everybody’s health simply to secure a hold on 
medical certificates ; to save money on an insurance scheme, 
are we to spend 130 or 140 millions on a health scheme ? I’m 
also surprised to hear a doctor say that they ought to let all 
the doctors in the Forces overseas come home without any idea 
of what the future of the medical services wil] be—without 
any idea of what their own future is to be. To say to them 
** we’re sorry, we haven’t made any plans for you ; we waited 
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till you came home!” 
Government to do ? 

Dain—Well that wasn’t what I said either. 

Rucker—We must try to get away from this atmosphere of 
suspicion you know. ... We must take the thing on its 
merits, and the plain truth is that the Government and the 
doctors and everybody else want to get a good service, and 
what we’re arguing about is how to get it. 


Is that what they really want the 


* * * 


Dain—Now, Matthews, you say what are the doctor’s 
difficulties ? Well, what do you want? You want easy 
access to your own doctor—the doctor you choose. You 
want him to have behind him good hospitals, good specialists, 
nurses, and so on. 

Matthews—That’s right. 

Dain—I want those things, too ; so do all doctors. In so 
far as the doctor is anyone’s servant, he should be the servant 
of his patient. The paymaster—ifit’s the state or any outside 
body—should have nothing to do with it. We don’t want 
doctors responsible to the Government or to local authorities— 
we want them responsible to the patient. 

Matthews—Yes, and you think that the white-paper pro- 
posals would interfere with this. 

Dain—They well might. If doctors are employed by the 
state, like state employees, it would interfere. If their success 
were dependent on the favour of superior officers or com- 
mittees, it would interfere. I want their success to depend 
on the number of patients,who choose them and trust them ; 
the patient should in this way be the doctor’s employer, and 
determine the doctor’s remuneration. The position of the 
patient is fundamental. 

Matthews—Yes, I see what you mean. Now I must say 
I’ve been bothered myself at the idea I’ve heard of people 
going to a health centre and just taking whatever doctor 
happens to be on watch at the time. Then perhaps you go a 
second time and you get a different doctor, and a third time 
and a different doctor, and it seems all wrong to me. 

Rucker—Well, Matthews, I don’t think you’d better let the 
doctor frighten you about that. There’s nothing in the white- 
paper proposals which would interfere with a free choice of 
doctor: the ordinary relationship between the doctor and his 
patient such as you and I have with ouf doctors. Even in the 
health centres that idea is the essence of the new scheme, and 
really any difference between us on that is quite imaginary. 
In the Government’s proposals, every patient will be able to 
choose his own doctor—his present doctor if he likes him, of 
course—and the doctor will be free, as now, to accept or not to 
accept a patient. If a doctor and a patient use the health 
centre, they will still keep the ordinary doctor-patient 
relationship ; the doctor will still be the family doctor, will 
still visit the patient in his home and so on. Do let’s get rid 
of that bogy now. 

Dain—Yes, yes, yes, but you’re not telling the whole story. 

Rucker—Why ? 

Dain—For doctors to work together is obviously good. 
Under certain circumstances it would be an advantage for 
them to work together in specially designed premises—call 
it a health centre. There are advantages, but there are dis- 
advantages. Mind you, patients would have to travel greater 
distances and there would be less privacy. But what the 
Government has done is to say to doctors “‘ you can work in 
health centres only if you enter into contract with the local 
authority, and only if you work on the basis of salary or similar 
alternative.’’ In other words, the health centre in the white- 
paper looks like being a means to an end—a state service for 
doctors. 

Rucker—I'm very glad, if | may say so, that you've raised 
these points, because of all the criticisms of the white-paper I 
believe these two are the biggest bogies of all. Take first your 
point—that doctors in health centres would be in contract with 
the local authority. The answer is quite simple. It is that 
they would not be employed by the authority. Their em- 
ployer in the public service would be a central professional 
body; and all important questions, terms of service, 
remuneration and so on—all those things would be settled 
centrally. And the second point—perhaps it’s rather more 
important—is what I call the civil service doctor bogy, the 
awful fear that some doctors seem to have that they might 
become what I am—a state servant. 

Dain—If they were all like you ... We're afraid that 
the Civil Service method of officialdom and red tape will 
interfere with what is essentially a human service and a 
human relationship. And the white-paper might well put 
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doctors under the thumb of the state—the state laying down 
the form of practice they should take up. 

Rucker—Yes, 1 know: I know this is to many of your 
people a serious bogy and I want to take it seriously. Of 
course doctors don’t want to be turned into civil servants, 
nor does the white-paper propose to do so. This is not a 
proposal for a State Medical Service: it’s a National Medical 
Service, and that’s quite a different thing. The white-paper 
is said—I think you said it—is said to be trying to introduce a 
state service on the sly by starting with a salaried service in 
the health centres. Well, believe me, it just isn’t. The only 
point made in the white-paper is this : that if a small group of 
doctors are to practise together as a sort of partnership in a 
health centre, it wouldn’t be a good thing if they were in 
financial competition among themselves for patients. 

Dain—Ah well, you’re being very persuasive. But at the 
beginning of the white-paper the Government speaks of free 
choice of doctor as of something which is desirable, but when 
you get to the health centre you use a different term to describe 
the same thing. You call it ‘“‘ competition for patients.” 

* * * 

Rucker—We want the same family doctor idea in health 
centres as outside. The same free choice of doctor. But the 
doctors in the health centre would be just like doctors in a 
private partnership and partners don’t compete against each 
other. But anyway, what we’re really after—and indeed I 
think you’re after—is to try an experiment. An experiment 
with health centres of various shapes and forms, and in the 
end it will depend on whether the people prefer it or don’t. 
The verdict’s with the patient in the whole of this scheme, you 
know. 

Matthews—We hear about prefabricated houses and things 
like that, and some of us like them and some of us don’t ; 
but in the back of our minds there’s the idea that we may be 
coming back to a different kind of England from the one we 
left, where everything, perhaps, is going to be managed very 
efficiently, but it’s all a little machine-made. Do you see what 
I’m getting at ? 

Rucker—Yes, I do. I know exactly what you mean, but 
do please believe me that conception is quite alien to these 
health proposals. They do try all the time to keep as much 
as possible of freedom and individuality and variety. 

Dain—Yes, that’s true, but it’s no use ignoring the diffi- 
culties about the scheme, and there are difficulties. Look at 
it this way. The Government now propose to engage for the 
first time a whole profession in the public service. Up till now 
we've been largely an individual profession, expressing our 
individuality in our own way in the interests of our patients, 
no third party on the whole coming in between us and inter- 
fering. We don’t want our hands tied in regard to our 
patients. 

Rucker—They won’t be. 

Dain—But they might be. A profession which gets the 
bulk of its emoluments through the state will always be in 
danger of Government interference. You can’t deny that. 
It’s not the white-paper that matters so much now, but what 
bureaucrats will do in the years to come. We know the 
animals by now. 

Rucker—Thank you! 

Dain—At the moment we’re fighting a war. We employ 
experts to do it, expert Navy, expert Army and expert Air 
Foree. The government departments concerned are guided 
by the experts. We shouldn’t say at this moment that such 
services would be better run by, say, the Civil Service, or by 
local authorities. Now after the war we're going to be engaged 
in another fight, a fight against disease ; and we, the doctors, 
claim that the people who'll do the fighting, the medical 
experts, are the people who should be given the responsible 
place in directing the fight. We claim that at all stages the 
expert medical view should not only be available to the public 
but should ‘be voiced effectively. 

Matthews—You want a bigger say in running the scheme, 
and the chance of making your views known—well, to the 
whole public. Is that right ? 

Dain—That’s exactly what we want. 

Rucker—Well, but wait a minute. Surely there are several 
rather different points confused here, aren’t there ?- I really 
hardly believe Dr. Dain is quite serious when he suggests the 
analogy between the health service and the Army or the Navy 
or the Air Force; because don’t you see what that would 
mean ? It would presuppose that all the doctors, like the 
soldiers and the sailors and the airmen, were engaged as the 
direct servants of the state under strict discipline, and that’s 
exactly what the profession (rightly, I daresay) do not want. 


Dain—But as there’s no need to get the whole service 
under a whole-time service, my point is just this. The 
doctors should direct the battle against disease, just as sailors, 
soldiers and airmen direct the battle against the enemy. 

Rucker—I see. But isn’t the real point this? How are 
we to marry together two quite different things. First, a 
reasonable public control of a public and national service, and 

second, a reasonable place for the guidance of the expert, the 
doctor, in the running of the service? 

Dain—Yes, that’s it. Yes, yes. And where the white- 
paper does not, in my view, go far enough, is that it allows us 
a certain amount of advisory freedom, but practically no 
power to see that our advice is taken. And I certainly don’t 
think that’s a satisfactory state of affairs. 

Matthews—You mean you're afraid that the Minister, or 
whoever it is, will just ignore your advice if he doesn’t like it ? 

Dain.—Yes, that’s it. 

Matthews—How would you like it fixed up, Doctor ? 

Dain—Well, the white-paper suggests an expert body to 
advise Ministers, including the doctors. I don’t want the 
Minister to hand-pick his own doctors and so control the 
advice he gets. I want the profession to pick them. What’s 
more, I don’t want Ministers or Civil Servants to be able to 
conceal the advice they get. I want every committee to be 
able to publish the advice it gives to the Minister. After all, 
we've known advisory committees for a very long time. The 
Minister of Health had an advisory committee which he didn’t 
call for 8 years. We want something that’s efficient, must be 
called and must be heard. 

Rucker—You know we really ought to be quite clear about 
this. I don’t see how any Government could possibly accept 
all that might be implied in what you’ve just said. We're 
proposing a national service, provided out of the people’s 
own money. The responsibility for managing it can’t be just 
handed over to an organised profession or otherwise. The 
responsibility for the service must rest with the democratic 
machinery of central and local government answerable to the 
people whose service it is. 

Dain—Yes, but all I’m asking is this. That the pure 
doctrine of democracy shall be diluted to the extent of securing 
that at least some of the people who plan health services know 
something about them. Hang it, why should you exclude 
doctors and nurses and dentists and others from playing a real 
part inthe planning? To be elected at a general election does 
not necessarily qualify you to plan medical services. 

Rucker—But nobody wants to exclude the doctors and the 
nurses and the dentists. Isn’t the point this? The doctors 
may claim that the Minister should always act with the full 
knowledge and advice of the medical profession and its 
experts, and that it’s not enough that he should be given 
advice. Parliament and the people must be able to judge 
whether he’s acting reasonably on that advice or not. 

Dain—Certainly they should. 

Rucker—That’s one point. The other one is this. That 
the Minister’s professional advisers must be the right advisers. 
Well, these are just the things which the Government have 
tried to secure in the white-paper. To secure them they 
propose strong professional bodies, and they don’t mean the 
advice of those bodies to be ignored. 

Matthews—-Well, yes, that’s right. But you say you 
regarded the professional bodies as strong. 

Dain—They are. But really the authorities need only 
write to them, ask their advice, get their reply, put it into the 
waste-paper basket and nothing else need be done. 

Rucker— ... But the Government want to secure the 
best expert guidance in the whole of this scheme, and they 
intend that the guidance shall count—that there shall be no 
question of its just falling on stony ground. If the proposal 
in the white-paper on this point can be improved, well, so 
much the better. We've got to go over it all with the pro- 
fession, with you, and discuss the whole scheme, and this 
point can be thrashed out. 

Dain—Well it will certainly have to be thrashed out most 
thoroughly. 

* * * 

Matthews—Another thing—what about the voluntary 
hospitals ? Some people think that when the scheme gets 
going, the voluntary hospital movement will just fizzle out. 

Dain—Well what does the white-paper say about voluntary 
hospitals ? It says to them, we will provide you with money, 
but less than it costs you to provide the service ; find some 
money yourself. You'll have to do it without hospital con- 
tributory schemes, because in the white-paper we've virtually 
killed them. You'll have to do it in an atmosphere created 
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by the Government propaganda of service free for all—How 
can they do it ? 

Again the local planning of hospitals. It’s to be done 
by a body on which they aren’t even represented. County 
councils will play a big part in hospital planning. What's 
their record like ? Well, half of them have left their hospitals 
under the poor-law despite the opportunity they’ve had for 10 
or 15 years to make them real hospitals. They're to be the 
planners of the future, while the voluntary hospitals are left 
out. These are just two of the points I could mention.. 

Rucker—I1l take issue with you on both of them. 
Government have said to the voluntary hospitals 
you a in of costs to make up from your voluntary 
supporters.”” Why? Because they thought that if the 
hospitals were supported solely out of public funds, they 
wouldn’t feel any longer that they were voluntary bodies. 
That was in the interest of the voluntary hospitals. But it’s 
also in the Government’s interest that the v oluntary hospitals 
shouldn’t lack money to carry out their services. 

And what about this planning of the hospital system that 
you’ve mentioned ? You’ve got that point wrong too, 
Doctor, with respect. Of course the public responsibility for 
planning is put on the public authorities: it must be. Buta 
full voice must also be given to the voluntary hospitals, and if 
the proposals for this can be improved in discussions with them 
so much the better. But don’t let another bogy grow up, 
Doctor. The Government do want the whole experience and 
value of the voluntary hospitals in this scheme, and I’m sure 
we'll find the right way of getting it. 


In England Now 


Mvcu has happened since, in 1940, we stood by to 
receive into our hospitals a first batch of casualties—from 
Norway—but there remains a vivid recollection of the 
event with its preliminary excitement, its bustle and 
chatter as the men poured in upon us. A colourful lot 
they were—Poles and French Foreign Legionaries, 
apparently drawn from the ends of the earth. Since then 
we have received so many convoys that now the imminence 
of another scarcely causes a ripple ; but this was some- 
thing new, for we were to receive patients from London 
hospitals, acutely ill patients, as it was explained to us, 
but not children. When the ambulances arrived from 
the station the first cases to enter the hospital were six 
youngsters to whom all this bustle and transfer to the 
country was a new and thrilling experience. The chil- 
dren. were soon followed by the rest of the party ; but 
surely never was there such a collection of ‘‘ acutes ”’ as 
this. Their average age seemed to be about 75. They 
were headed by an old lady of 94 who told us at con- 
siderable length, yet pithily enough, what she thought of 
her long trek from London. None of the patients knew 
where they were going, only that they were being taken 
away from the flying bombs, and it was not until they 
were far away from the city that their destination was 
revealed to them. Had they been young they might 
almost have echoed the popular song that they didn’t know 
where they were going though there were lots and lots 
of rumours in the air. The patients were drawn from 
almost as many nationalities as had been our convoy 
from Norway four y : 
Poles, as well as British. but they were certainly all of 
mature years and in varying stages of decrepitude. It 
had been impressed upon us that we must send to the 
powers that be within 24 hours of arrival of the convoy 
a nominal roll with precise diagnosis. The latter pre- 
sented almost less difficulty than the former for senility 
seemed to be of general enough application, supplemented 
here and there by a reference to some particularly obvious 


The 


“we'll leave 


_ circumstance—deafness, blindness or mental instability. 


The patients seemed to have been drawn from two hos- 
pitals in the South. Those from one arrived with 


| printed slips setting out the name of the patient and the 


sending hospital, diagnosis and useful information about 
such laboratory investigations as had been carried out : 

those from the other came without notes of any sort. 
Many were incontinent ; several were cases of advanced 
tuberculosis; though many had been bedridden for 
years, none had bed-sores. Some of the patients were 
indeed so dottled that their whereabouts clearly made 


little difference to them, but already some were wonder- 
ing whether they would ever see London or any of their 
friends again. Some hung anxiously to their few 
possessions ; a few seemed to have lost any clothes they 
had ever possessed ; some only clutched their bottles. It 
was only to be expected that these old folk would be con- 
siderably the worse for wear on their long train journey, 
but the great majority rallied well after a short period 
of rest. 

Since then we have received some further cases from 
London, this time labelled chronic, though so far as we 
could see differing but little from the earlier batch in 
average age, duration of invalidity, or nature of illness. 


One essential difference was that the chronic batch 
brought with them nursings taff from London, armed 
with many winchesters (quarts; not repeaters). Like 


the patients the staff had apparently had no indication of 
what their destination was likely to be and it was clear 
enough that some of them looked forward without much 
enthusiasm to a long stay away from the flesh-pots. 
They understood that arrangements had been made 
before they left London for their payment in the country 
and the slight delay in transmission of the necessary 
instructions naturally enough gave further cause for 
heartburn, as did the fact that conditions of service in 
the London hospitals from which they came had appar- 
ently been a good deal more generous than those under 
which our own nurses work. The arrival of our London 
patients has not been without its lighter side and many 
of them have told us that after all they quite enjoy being 
with us; but their transfer is essentially tinged with 
sadness, and must raise many human and administrative 
problems if they are destined to remain long aWay from 
the London which has been their home and in which 
centres nearly all their interests. 
* 


The Evening Standard of August 24 makes the shat- 
tering statement that some British scientists. whom it 
does not name, have made hens lay eggs without shells 
by dosing them with sulphanilamide. Still more 
shattering is their statement that the scientists had 
expected this effect. Why on earth? And who cares, 
anyway ? Not even the hens, for we are told that on 
resuming their customary diet they placidly returned 
to laying shell eggs. 


J. G. Crowther’s Pelican Book Famous American 
Men of Science (1) deals with Benjamin Franklin and 
Joseph Henry. Franklin was born 3 years before Dr. 


Johnson and 90 years after Shakespeare died. He was 
the greatest scientist of the 18th century. He made 


his money asa printer and was one of the earliest meteoro- 
logists. He was the fir-t to study the absorption of 
solar radiation by coloured bodies and _ introduced 
rhubarb into America. He invented the terms *' positive 
and negative electricity ’’ and “ electrical battery ”’ and 
wrote a paper forestalling Malthus. He was agent for 
Pennsylvania in London American Ambassador to 
France and invented bifocal spectacles. He was the 
first to make a scientific study of the Gulf Stream and 
to suggest watertight bulkheads. He was an advocate 
of daylight-saving and may be deemed a great grand- 
father of wireless telegraphy. His son was illegitimate 
and so was his grandson and great grandson (no, no, not 
the wireless cone). He-was one of the framers of the 
Constitution and died at 84. Henry enriched world 
science in many directions and was head of the Smith- 
sonian Institution for 32 years. A short biography of 
Smithson is included in this book. He was the illegiti- 
mate son of an English duke and was descended from 
Henry VII on his mother’s side. Reading this book has 
affected my style and those who are near and dear to me 
say I am talking like : a - machine- -gun. 


PROPAMIDINE.—-A points out that when dis- 
cussing propamidine preparations it is essential to specify 
which compound is intended. Thus, in our annotation of 
June 17, it should be made clear that Valentine and Edwards 
were using a 015% solution of propamidine di-f-hydroxy- 
ethanesulphonate, whereas the previous workers referred to 
were using a 0-1% solution of propamidine dihydrochloride, 
which would contain the same concentration of propamidine 
base. 
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Letters to the Editor 


NURSES AND TUBERCLE 


Sir,—While the interim report of the Prophit Tuber- 
culosis Survey confirms facts already known from the 
statistics of other countries, without breaking new 
ground, it brings into the open many aspects of a situa- 
tion which demand frank discussion. 

(1) In the medical entrance examination for nurses 
at some of our hospitals there is still nothing more search- 
ing than a clinical and stethoscopic examination. Surely, 
in the light of present-day knowledge, no nurse should 
be allowed to start her career in the wards without 
an initial chest X-ray photograph, or to continue it 
without serial radiograms at regular intervals. 

(2) More information is needed as to how the nurse’s 
duty periods in various stages of her hospital career 
compare with these radiological records and tuberculin 
tests, in order that we may know where danger lies. 
Time spent in the chronic tubercle blocks of general 
hospitals has already been shown to be not an infrequent 

riod of infection. In some instances, at least, too 
ong spells of night duty seem to be to blame. Two cases 
of pulmonary tuberculosis in nurses which I have 
recently seen in consultation with the physician had 
been on night duty for three and twelve months. Cer- 
tainly the latter is too long. Is three months ? Gener- 
ally speaking I believe it is, though obviously much 
depends on the kind of nursing, on the ward, and on 
— conditions such as meals, rest hours or nights off 

uty. 

(3) These considerations lead to the question: where 
should the Mantoux-negative nurse begin her training ? 
The general opinion appears to be that she should not 
start in a tuberculosis ward, but there are often adminis- 
trative difficulties in spacing out the training because 
nurses do not all become Mantoux-positive at the same 
speed. When the preliminary domestic-science training 
is lengthened perhaps we shall get more elbow-room and 
more time for preliminary observation. 

(4) What should be done when the Mantoux-negative 
nurse becomes positive ? There is a good deal of evidence 
that this is the time when she is liable to break down. 
In an ideal hospital scheme she would presumably go 
to the convalescent home branch for three months, so 
as to get through this period of readjustment to infec- 
tion in the best environment ; after which there seems 
no reason why she should not settle down to a steady 
level of reasonably safe Mantoux-positiveness like the rest. 

(5) The record of the sanatoria is good, in spjte of 
prejudice in certain quarters, but the general background 
of some hospitals still calls for improvement. We must 
not overlook the fact that the student nurse embarks 
on her career nowadays at the age of eighteen—or 
possibly even seventeen. I can remember the time 
when the age-limit for probationers was twenty-five 
in some hospitals. More facilities are required for 
open-air recreation, especially in those hospitals which 
must carry out their work in densely built-up or even 
slum areas, whilst the older types of building used for 
the accommodation of nurses leave much to be desired. 
The nurse student needs a well-designed college just as 
much as the woman undergraduate at the university. 
Again, we have not yet solved the problem of the utter 
boredom and sameness of institutional meals. And 
under the Rushcliffe scale it should now be possible for 

nurses of all grades to enjoy good holidays. 

The Ridehalgh and Daniels investigations have 
blazed a trail in British nursing which should be followed 
up by more intensive inquiries. 

London, N.W.1. S. RoopHOUsE GLOYNE. 


Sir,—The Prophit Survey concerning the liability of 
nurses to contract tuberculosis points to the need for 
““ very special care of the young nurse who is negative 
to the tuberculin test on entry’ (Times report). No 
doubt the larger hospitals will be stimulated to give 
extra supervision and arrange for the periodical X-ray 
examinations, &c., which are suggested. There are 
however many smaller establishments, both publicly 
and privately run, where young girls are employed to 

’ work among acutely ill patients. For instance, a nurse 
with many years of sanatorium experience has recently 
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left a small private sanatorium which receives county 
council patients. She found that girls of 16 and 17 
(one, even, under 15) were employed as nurses and re- 
ceived no special instruction on personal care. The 
conditions were indeed so primitive and ill adapted to 
suitable nursing that she left in protest. 

In the matter of hospital feeding it has been lately 
shown that the King Edward’s Hospital Fund can play 
a very useful part in securing reform, and, as your 
leading article remarks, the fund’s recent report on 
The Supervision of Nurse’s Health draws attention to 
needs which the Prophit report now emphasises. Unless, 
however, small units come under more careful super- 
vision than is at present exercised, there is no adequate 
protection for the girls who are being drawn in to fill 
the gaps caused by the general shortage of nursing 
recruits. County councils need beds so badly that they 
are by no means alert to make inquiries as to the condi- 
tions under which nurses are working. The improved 
pr now offered to girls starting to nurse may, indeed, 

an allurement to disaster. 

Your leader wisely comments on the differing inter- 
pretations of Mantoux findings, and on the unwisdom of 
attempting to draw conclusions from the still incomplete 
survey of the Prophit Research. Common sense must 
therefore be looked to for guidance in considering what 
conditions should govern the entry of young girls into 
nursing. Here surely certain indications are obvious, 
and the Prophit report indicates the most urgent in the 
words already quoted. Further, certain black spots 
in nursing require elimination—viz., the compulsory 
attendance at lectures after night duty, and the lack of 
relief from night duty before sitting for examinations ; 
the lack of supervision of small hospitals or units where 
tuberculosis is nursed; and most of all, perhaps, the 
double strain of the student-cum-employee life, which is 
discreditable to our present system of nurse training. 

The Prophit report may not confirm our worst fears, 
but it does little to increase our confidence that nursing 
has no special inherent risks. 

Moor Park, Msx. EsTHER CARLING. 


THE CULTIVATION OF SPECIALISTS 


Str,—I suppose what you call in your leader of 
Aug. 5 the ‘‘ domestication of specialists ’’ is bound to 
come, and somehow they must be earmarked, but | 
foresee the gravest risk to clinical medicine therefrom 
unless almost superhuman foresight, consideration, and 
sympathy are shown both by those who lay down the 
principles for each register and by those who keep it 
after. What they have specially to be careful to avoid 
is the manufacture of guilds for the protection of narrow 
minds that shall have crept into these folds. I want 
to put a word in for those men in the early thirties now 
away with the field units who had finished their 
appointments before the war and who wanted to start 
out as specialists. All this time they have been gaining 
that great experience from service in the field which 
tells a man who is a man and what a man is, but gives 
no opportunity for postgraduate study in the subject 
of their choice. It has been a higher education but 
not a specialist one. It should not be necessary for a 
man to have had this latter before being given a specialist 
post if he has had a good education in the arts of medi- 
cine and of life. I believe that there is room in any 
specialty for the independence of mind that a training 
in general principles provides. 

At the present time there is no way for a man or 
woman to earn a living while learning a specialty. 
Voluntary hospitals do not pay their staffs, municipal 
hospitals do not have specialists posts in which graduates 
can learn their job and earn a living as they can in 
general medicine and surgery. In setting up the brave 
new world of health, we must alter this. There will be 
no private practice, therefore voluntary hospitals must 
pay their staffs for work done. But we need more than 
that—-we need posts at municipal hospitals where a 
man or woman can start to learn a specialty and be 
paid while doing it, combining this with the work of 
an AMO. It is to posts such as these that the returning 
young men will have to look for their living and occu- 
pation. But there can be no question of their being given 
the rank and status they held before they left; they 
must be put in the positions they would have attained if 
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they had never gone away, and they must be put there 
forthwith. There can be no working up “from junior 
posts under men and women five years younger, who 
because of their flat feet or for some other reason have 
been unable to go. 

London, S.W.16. T. B. Layton. 


THE CASE FOR THE SMALL SCHOOL 


Srr,— You have already published a letter from past 
and present students of the West London Hospital 
pointing out the educational advantages of a small 
school. May I add that I, and probably all my col- 
leagues here, have been equally impressed with the 
advantages of the small teaching unit over the large 
ones in which we were ourselves trained ? 

The Goodenough report has condemned this school 
to extinction on two counts. First, it is alleged that we 
should be redundant if their recommendation as to the 
admission of women students to all the medical schools 
of the University of London should be implemented ; 
and secondly, that the possibilities of ‘‘ expansion to an 
economical size ’’ are too remote to justify our survival 
in the new order which is outlined. In commenting 
on these two findings I should like to start by saying 
that I and other members of the staff of this school 
with whom I have had the chance of discussing the 
report have nothing but admiration for the majority 
of its conclusions. But our experience. which is in 
many ways unique, suggests that perhaps too much 
stress hasebeen put on ‘* economical size.” 

The function of a medical school is to train practi- 
tioners of the art of medicine. Economical administra- 
tion, adequate numbers of teaching beds, medern 
equipment and suitable buildings are not unimportant, 
but the essential nucleus of any teaching institution 
consists of its teachers and students. We have been 
fortunate here in our students, whose standard has been 
exceptionally high, and if examination results are any 
guide the teaching has been at least equal to that of 
any other school in London. From what I have heard 
of the careers of old students their professional attain- 
ments are in no way inferior to the products of other 
and larger schools. If efficiency rather than economic 
size is to be the criterion of survival there is perhaps a 
case for reconsideration of the recommendation of the 
Soe report with regard to the future of this 
school. 


While appreciating the compliment paid to us in 
the report for our labours of the past seven years it is 
felt by some of us that the inclusion of this school in 
the group of ‘“ non-university ’’ schools may lead to 
some misapprehension in the minds of those unfamiliar 
with the workings of the London schools of medicine. 
While it is true that the West London school is not as 
yet a ‘school of the university ’’’ the proportion of 
“university students ’”’ here is probably as high, if not 
higher, than in any other school in London. In fact we 
have only one student out of a total of 58 who is strictly 
a non-university student. This student is, incidentally, 
a@ prize winner and her non-university status was deter- 
mined by circumstances outside her control. 

Over 80 per cent. of our students are studying for the 
London MB and the university has been approached 
with a view to our becoming a school of the university. 
For two years our application has been under considera- 
tion but no effort has been made by the university 
authorities to ascertain by personal contact the quality 
of our work or the standard of training provided. Neither 


| the University nor the Goodenough Committee have 
| had any chance of comparing the teaching efficiency of 


this school with that of its older neighbours. It does 
not. seem unreasonable to claim that the survival or 
disappearance of an established medical school should 


| depend rather on the quality of its work than on purely 


economic factors. 

Personally I view with some misgiving the poveert 
to standardise the size of all the medical schools in 
London. I feel sure that there would be a considerable 
outcry in educational circles if it were suggested that 
all public and secondary schools, or all Oxford and 
Cambridge colleges, should be enlarged or diminished 
to a standard size. The small educational institution 
has many virtues and is better suited to certain types of 
student than the large one. The only serious criticism 
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of the small medical school, assuming that its teaching 
staff is adequate in numbers and teaching ability, would 
be that by its attachment to a small hospital the avail- 
able clinical material might be insufficient. Small 
schools have remedied this defect by utilising material 
in adjacent hospitals, and I do not think that students 
here have suffered unduly in this respect (apart from the 
periodic evacuations necessitated by war conditions). 
The willing coéperation of the Middlesex and London 
county councils has enabled us largely to compensate 
for the small number of beds in our own hospital, and 
our outpatient department has always been one of the 
biggest in London. (The figures for 1938 given in the 
Goodenough report, pp. 279-285, show that this hospital 
had in that year the seventh largest outpatient depart- 
ment of the thirteen teaching hospitals.) The Com- 
mittee was apparently impressed by the fact that the 
present site was not likely to be able to accommodate 
a hospital of more than 400-500 beds, but in fact there 
should be no difficulty in making available more than 
twice that number in institutions not more than ten 
minutes walk apart. 

On the subject of coeducation~we here are in 
complete agreement with the findings of the report. 
Although at the moment we are reserving our places 
exclusively for women because their need is so great we 
have tried coeducation and found no difficulties. 

The Committee recommends the policy ‘‘ of developing 
existing institutions to their full capacity before embark- 
ing upon any new institutions.” It adds that ‘ the 
supply of suitably qualified teachers ... will for a 
considerable number of years after the war be wholly 
needed for the full development of the existing schools.”’ 
Surely it is rather a prodigal policy to choose such a 
time to abolish a unit of well-qualified and experienced 
teachers who have been remarkably successful under 
conditions far less favourable than those obtaining in 
the older grant-aided institutions. 


West London 
Medical School. 


MAURICE SHAW. 


PART-TIME SPECIALISM 


Sir,—I am sincerely sorry to have given offence to 
Dr. Henderson in my support of an administration of 
which he disapproved. In reply to his letter in your 
issue of Aug. 19 criticising my remarks on part-time 
specialism, I would like to quote again my authority 
on the science of symbolism : 


‘“* The same modifications of language are required for quite 
different reasons, and may be due to quite different causes. 
Hence the importance of considering the sentence in the 
paragraph, the paragraph in the chapter, the chapter in 
the volume, if our interpretations are not to be mis- 
leading and our analysis arbitrary ’’ (Ogden and Richards, 
1944). 


Words like “ prejudice ” and ‘‘ amateur ”’ are examples 
of symbols whose meaning depends largely on the context 
in which they are used. ‘‘ Prejudice ”’ is often used in 
an uncomplimentary sense, but in classing Dr. Hender- 
son as a ‘prejudiced specialist ’’ I had hoped that 
it was obvious to every reader that no personal slight 
was intended, because I had so forcibly insisted, in an 
earlier section of my address, that everybody (including 
myself) must be unconsciously, if not consciously, pre- 
judiced in their opinions on any subject in which they 
are interested, however rational and tolerant they 
imagine themselves to be. 

In this supposition I was at fault, as Dr. Cooper 
in your issue of Aug. 12 also construed my defence as 
‘‘a personal attack on a practising doctor.’’ In some 
instances Dr. Henderson has so misunderstood and 
distorted my meaning that I find it impossible to recog- 
nise as mine the opinions which he attributes to me, 
either directly or by implication. This misunderstand- 
ing may have been due to my inadequate powers of exposi- 
tion. All his relevant remarks are covered by my 
address, if it is read as a whole. I think there is only 


one point of general interest which might be made a 
little clearer—viz., it is possible for a part-time specialist 
to be, on the average, as skilful a craftsman, give as 
sound an opinion, and be as well trained as a whole-time 
specialist within the limits of his subject, experience, and 
type of practice. 


Many, perhaps the majority, of whole- 
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time specialists, including Dr. Henderson, consider 
this hypothesis is so manifestly false as not to be worth 
a second thought. On the other hand afew people, includ- 
ing myself, think this hypothesis is probably true, and 
anyhow worth an experimental trial under certain social 
conditions. 

As Dr. Henderson correctly gathered from my dis- 
cussion, I was doubtful myself of the truth of this hypo- 
thesis as of general application, because I had no means 
of finding out how far I was prejudiced in its favour by 
having been for most of my career a contented part- 
time specialist and a successful part-time amateur 
research worker. Meanwhile I do not think anyone 
need be alarmed that part-time specialism will ever find 
a place in a national health policy. Nearly all the 
leaders, teachers, and representatives of the medical 
profession are full-time specialists and are therefore 
unlikely to be ‘ prejudiced’ in favour of part-time 
specialism. But most orthodox full-time specialists 
are liberal-minded men who would welcome a few 
heretics in their council chambers, if only to avoid the 
dullness and sterility of discussions when everybody 
has the same sense of values and the same point of view. 
SHELDON F. DUDLEY. 


TRANSMISSION OF INFECTIVE HEPATITIS 

Smr,—The idea that infective hepatitis might be 
transmitted by feces has been put forward on various 
occasions. In the last war Willcox (Brit. med. J. 1919, i, 
671) concluded that “‘ the symptoms and ztiology point 
to an infection by the intestinal tract,’’ and similar 
views on epidemic jaundice were given in the Medical 
History of the War. The same idea has been widely 
current in the present war, as I have already reported 
(Brit. med. J. 1944, i, 739), and it has been supported by 
the discovery that the virus of poliomyelitis is present 
in the feces. Nevertheless, in view of the successful 
transmission of infective hepatitis by fecal material 
reported by MacCallum and Bradley in your issue of 
Aug. 12 (p. 228), it seems only fair to add that experi- 
ments on similar lines were proposed in detail by van 
Rooyen and others in the Middle East in August, 1943, 
and would have been carried out there at that time, if 
it had been permitted to use military personnel for these 
oo. uch permission could not be obtained. 

ese projects had been before the MRC Jaundice 
Committee and the Middle East pathologists may feel 
a little disgruntled that others should have reaped a 
harvest they were forbidden to gather. We may dismiss 
all this as the fortune of war, but it nevertheless seems 
proper that this particular misfortune should be specially 
recorded. L. J. Wrrrs, 


Oxford. Chairman, MRC Jaundice Committee. 


DOCTORS AND DEMOCRACY | 

-Sir,—Is it not merely academic at this stage of the 
debate for Mr. Ralph Phillips to argue that it would be 
quite constitutional to confer upon a non-elective pro- 
fessional junta the executive control of the new National 
Health Service ? None of his analogies of independent 
bodies, such as the MRC and BBC, fit this great scheme ; 
they have all been considered and rejected because 
they could not be made to work. 

Surely, Sir, this issue is really settled now in favour of 
the democratic solution set out in the White Paper? Every 
effort must be made to meet reasonable demands for pro- 
fessional freedom and representation, but I believe that, 
in due course, the doctors themselves will be thankful that 
there is a Minister of Health to take final responsibility 
to Parliament for a service which so intimately touches 
the lives of all our citizens. In any case this principle 
seems to me now to be settled and the problem before 
us is one of practice—i.e., how to evolve the best methods 
of recognising the vital place of the expert and the 
technician in this vast field of public effort. Towards 
this the white-paper contributes a good deal ; it promises 
statutory recognition of mainly professional bodies at 
all the key points in the structure, both centrally and 
locally. ere are the Health Services Councils to 
handle all scientific and medical questions and to assist 
with the basic planning. The Central Medical Board is 
&@ special gesture of goodwill towards the profession. 
For GPs it practically concedes ‘the principle that 
doctors shall be managed by doctors aon it is just the 
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sort of illogical adaptation of our political democracy 
for which Mr. Phillips is pleading. 

May I add that many of us laymen agree that, in the 
past, doctors have had unhappy experience of control 
by central and local government ? If we thought that 
this was a sure presage of the future we would not 
support the white-paper’s administrative plan. But 
we believe that a more enlightened spirit is now at work 
and I for one look upon the concessions I have listed 
above as most encouraging evidence of official goodwill 
and good intentions. Why not give them a fair trial ? 


London, W.11. RONALD DAVISON. 


UNSUSPECTED TUBERCLE 


Str,— Your issue of Aug. 19 contains (p. 260) a note 
on the supplementary report of the standing advisory 
committee on tuberculosis to the Ministry of Health on 
the working of a mass radiography unit for the guidance 
of directors of units and tuberculosis officers. The 
following recommendations for assessing the radio- 
logical evidence are, it is stated, based on knowledge 
so far gained from mass radiography: (1) A calcified 
primary complex should be ignored. (2) Thickened 

leura should be ignored, unless a parenchymatous 
esion is visible. (3) If a large film of a subject suggests 
complete healing (calcification of all visible foci), no 
further investigation is necessary. 

One is tempted to ask: who are these directors of 
units and tuberculosis officers to whom these directions 
are issued ? Have they so little experience in assessment 
of radiological evidence that it is thought possible to 
instruct them in this way ? One visualises that such men 
would be expected to look at the radiogram and then at 
instructions 1, 2, 3, for a decision how to act. But 
surely few experienced tuberculosis officers—or radio- 
logists for that matter—would agree with any of the 
three recommendations, and I cannot think any one 
would consider the use of the word “ignore ”’ wise, 
for it means that mass-radiographed individuals with 
these lesions would be dismissed as normal ; they would 
have no clinical examination or recall for further radio- 
graphy, though it is well known that such lesions do 
break down. Have the members of the expert com- 
mittee not seen patients with these radiographic signs 
bearing unmistakable clinical evidence of active disease ? 
If not surely they could get enlightenment from any 
sanatorium. Even since the publication of this report 
I have been consulted by a practitioner to whom a 
patient had reported because he ‘‘ felt under the weather.” 
From the clinical investigation tuberculosis of the lung 
was snspected and the patient was asked to bring the 
next morning’s sputum. The pathologist’s. report 
on it was ‘‘ Many tubercle bacilli.” In order to ascertain 
the extent of the disease the patient was sent to a dis- 
tinguished radiologist who reported ‘‘ There is a calcified 
focus at the right apex—no evidence of any activity.” 
As the practitioner said, “‘ I am glad I made a clinical 
examination.” 


As these recommendations are ‘* based on knowledge * 


so far gained” with the mass radiography units, are 
they not a little immature? They are certainly not 
supported by another report, in the same issue of the 
Lancet, on Primary Tuberculous Infection in Nurses, 
which concludes with the statement ‘‘ No radiological 
appearance is conclusive evidence of complete healing, 
though it may imply latency or quiescence,” while 
earlier in the report we read “It is usually unwise to 
make a diagnosis of pulmonary tuberculosis on the 
evidence of a single film without corroborative. clinical 
or bacteriological, findings.’’ Might I suggest that to 
exclude tuberculosis solely on the evidence of a single 
film, let alone a miniature photograph of the screen 
image, is equally unwise ? Clinical investigations may 
be time-cohsuming and exacting, but I cannot think 
that, when well conducted by men who have made it a 
habit, they would be associated with the errors attendant 
upon their replacement by radiology, particularly the 
amateur variety. 

From my own experience the infinite variety of radio- 
graphic ar ee of disease of the lung defies descrip- 
tion capable of assessment by the novice, and attempts 
of this nature, to say the least, confuse. 


Edgbaston, Birmingham. James F. BRAILSPORD. 
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Obituary 


ARTHUR FREDERICK HURST 
KT, DM OXFD, FRCP 


THE sudden death of Sir Arthur Hurst on Aug. 17, 
while on a visit to a friend in Birmingham, removes one 
of the great figures of British medicine, a man whose 
life was an inspiring example of the conquest of ill 
health and physical disabilities. He did not attempt 
e. to enter the wider fields of 
national life or to shape 
governmental or even profes- 
sional policies. At the Royal 
College of Physicians, although 
in turn Goulstonian lecturer, 
Croonian lecturer and Har- 
veian orator, each time contri- 
buting something of unusual 
distinction, he held no office 
and seldom spoke in debate. 
Indeed, in later years his 
increasing deafness precluded 
such activities even had his 
inclinations led him that way. 
Hurst’s success lay altogether 
in his professional work. To 
appreciate how deep and wide 
was the impress that he made on 
contemporary medical thought 
and teaching, both here and 
throughout the world, one must turn to the long list of 
books, articles and addresses which flowed from his pen 
from 1907 onwards. Among them are an astonishing 
number which have passed into the literature of medicine. 
There is hardly a branch of medicine, no matter how 
specialised, to which he did not contribute, though most 
of his writings were of neurological or gastro-intestinal 
interest, and he will mostly be remembered for his 
work on achalasia of the cardia, gastritis, peptic ulcer, 
ulcerative colitis, and subacute combined degeneration 
of the cord. 

Arthur Frederick Hurst was born at Bradford in 1879, 
educated at Bradford and Manchester Grammar Schools, 
and at Magdalen College, Oxford, where he took a first 
in the final honours school of physiology. Going to 
Guy’s Hospital in 1901 he won the Treasurer’s gold 
medal in both medicine and surgery, qualified BM Oxfd 
in 1904 and next year was elected to a Radcliffe travelling 
fellowship. In 1907, after he had studied in Munich, 
Paris and America, he was appointed assistant physician 
to Guy’s with charge of the neurological department, 
at the age of 27. Up to that time the physicians at 
Guy’s, as elsewhere, had learnt from their great prede- 
cessors—Bright, Addison, Hodgkin—to correlate clinical 
findings with autopsy appearances. Their laboratory 
was the post-mortem room. It was a mine which had 
yielded much fine gold, but the precious metal was 
becoming exhausted, and Goodhart was soon to deliver 
an address on the passing of morbid anatomy. Of the 
older generation Pavy had stood almost alone, a labora- 
tory worker while his colleagues were busied in the 
dead-house. Beddard, Spriggs and Hurst were the first 
at Guy’s to bring to the bedside the methods learnt in 
the physiology school. Hurst had in supreme degree 
the faculty of seeing what lies behind everyday experi- 
ence. He had the power of making himself not so much 
familiar with strange things as strange to familiar things, 
As a physiologist he had studied the work of Cannon at 
Harvard on the use of an opaque meal to record the 
shape and movements of the stomach in cats, and as 
Radcliffe fellow he had seen something of the kind 
attempted with the human stomach in Germany. At 
Guy’s he began to apply the method to the study of 
the whole alimentary tract and the definition of different 
types of constipation. H.C. Cameron tells how in those 
early days he was writing a thesis on gastro-enterostomy, 
and Hurst suggested that he should use pellets of bismuth 
to show how the food left the stomach. Hurst’s teacher, 
Cooper Perry, coined for him the word dyschezia for 
a failure in the last stage of defecation. Here, at the 
outset of his career, was a striking example of the 
practical ends to which the investigations throughout 
his life were to tend. When he expounded his views on 


Vandyk, London 


constipation to the recently formed Royal Society of 
Medicine the large hall of the building in Hanover 
Square was crowded. 

Of men of learning it has been said, some absorb 
light, some reflect light, a few emit light. Hurst 
may claim a place among the select few. Such indeed 
was his enthusiasm that it sometimes carried him into 
mistakes which a slower and more critical approach 
might have avoided. In this respect there was a stimu- 
lating contrast between him and his contemporary at 
Guy’s Patrick Laidlaw. Laidlaw, sitting somewhat apart, 
immersed in thought, often frustrated and at times 
unhappy, finding teaching a little irksome yet doing it 
scrupulously, devising experiments which culminated 
in unshakeable scientific proof. Hurst, surrounded 
always by a band of young workers and students, 
enjoying above all the exposition of his views as they 
grew from day to day, sometimes going too far—anti- 
dysenteric serum for ulcerative colitis is an example— 
yet ready to retract when the evidence was too strong 
for him, believing in others as he believed in himself, 
looking on most of his students and assistants as swans, 
always generous in sharing credit with his colleagues and 
juniors. Enthusiasm of his sort is the greatest of all 
assets to the teacher, and Hurst had no need to simulate 
keenness. Even when his ever-present enemy, asthma 
in its most severe form, made speech difficult, when his 
deafness had got to the pitch where he heard but few of 
the replies and questions addressed to him, he enjoyed 
it all to the full, and his ‘‘ combined rounds ”’ always 
drew an appreciative audience. The years hardly 
changed him: ‘‘ Take away a little of his asthma and 
all his deafness,’’ wrote a colleague in 1939, “‘ and you 
have him as he was. Compared with his grey-haired 
contemporaries he still looks like a boy, sometimes 
perhaps like a rather tired boy who has been overdoing 
things a little, but still a boy.’”” When Lord Dawson 
went to Guy’s one day he told the students that he did 
not know which to admire most about their teacher, his 
intellect or his courage. 

In the last war, as consulting physician to the British 
forces in Salonica, Hurst had to grapple with the great 
dysentery epidemic, and later at the Seale Hayne 
Hospital for functional nervous disorders he had an 
opportunity to exploit his remarkable power of influenc- 
ing younger men. At Seale Hayne he treated the men 
whose experience of trench warfare had left them para- 
lysed, anzsthetic, or incontinent of urine. His method 
was persuasion, insistent and persisted with until 
function was restored. The cure must be wrought at 
a sitting, however long it took; there must be no 
failures, for only in this way could the hospital’s reputa- 
tion among the patients be maintained. From the first 
Hurst showed astonishing proficiency in this task, and 
such was his power of inspiring his juniors that before 
long those who worked with him had developed almost 
equal powers. In the end results 
were obtained in minutes that 
would have taken hours at the 
start. 

Between the wars a large part 
of Hurst’s time was spent at New 
Lodge Clinic, where he and his 
expert team could treat private 
patients as thoroughly as he did 
his hospital ones at Guy’s at a 
reasonable inclusive charge. He 
made a point of being present at 
all operations, and it was an 
education to watch him at work 
with the proctoscope or sigmoid- 
scope. The clinic had built up 
a reputation among practitioners 
for thorough investigation and 
@ sound opinion on their difficult 
cases. It closed when war broke 
out, and it is sad that with the deaths of Hurst and Venables 
must go the possibility of its reopening afterwards. He 
was given a knighthood in the Coronation honours of 
1937. In the last few years he returned to Oxford, and 
acted as advisory physician to the Radcliffe Infirmary. 

Apart from his books, of which the richest in ideas 
were perhaps his Constipation and Allied Diseases 
(1909). Psychology of the Special Senses (1920), Medical 
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Essays and Addresses (1924), Gastric and Duodenal 
Ulcer (with Matthew Stewart and P. J. Briggs, 1929) 
Constitutional Factor in Disease (1927), and the multi- 
tude of his contributions to the medical journals, his 
main memorial will be the Guy’s Hospital Reports, which 
he edited from 1921 to 1939, and it was fitting that the 
Reports should publish a Festschrift on his retirement. 
Socially he was a good companion, with a buoyant gaiety 
which remained with him even when his frail body 
began to droop. Of small talk he had none, and he 
could be resolutely silent when there was nothing to say. 
If he was bored there was seldom any doubt about it. 
But those who knew how to interest him found an 
instant response. He was gifted in many ways besides 
medicine. As a young man he was an expert on the 
bobsleigh, and it was in Switzerland that he met Miss 
Cushla Riddiford of Hawera, New Zealand, who was to 
become Lady Hurst. He had an individual style of 
pin-head caricature, he painted charmingly in water- 
colour, and his portrait bust of Sir William Hale-White 
stands in the Royal Society of Medicine. He leaves a 
widow, a son and two daughters. 


HENRY ALEXANDER FRANCIS 
MB CAMB., MRCS 

Dr. Alexander Francis, who for many years practised 
as an asthma specialist in Wimpole Street, died at 
West Hoathly on Aug. 13. Born at Brisbane in 1863, 
the third son of Arthur Morley Francis, a police magis- 
trate and member of the Queensland Parliament he 
was educated at Brisbane Grammar School and entered 
St. John’s College, Cambridge, in 1883. At Cambridge 
he was captain of the Lady Margaret boat club, won the 
Pearson and Wright sculls, and rowed in the University 
trial eights. Going on to St. Bartholomew’s Hospital 
he worked under Savory, James Andrew and Howard 
Marsh. In his autobiography Then and Now (1935) will 
be found an entertaining account of Savory and his 
opposition to Lister. It was however as clinical assist- 
ant to his cousin, Greville MacDonald, at the Throat 
Hospital in Golden Square, that he became interested 
in what was to be his life work. 

He took the MB Camb. in 1890, intending to return to 
Queensland ; but before doing so he was told that the 
Cambridge degree was practically unknown in the 
Colonies, and if he did not have the letters MRCS, LRCP 
after his name people would think he was not properly 
qualified. So he stayed to take the Conjoint. For two 
years he was in charge of bush hospitals in the back- 
blocks of Queensland, where he was the only surgeon, 
physician and obstetrician for an area of 100 square 
miles—an experience, he always said, of inestimable 
value to him in later life. Then he started in Brisbane 
as an ENT surgeon, at that time an almost unknown 
specialty. It was here that his thoughts turned to 
asthma, and in his autobiography he gives a vivid 
account of how the treatment, later associated with his 
name, originated. On a visit to England in 1902 he 
told the Clinical Society about it, evoking much interest 
and not a little hostile criticism. His results however 
encouraged him to return to practise in this country, 
and for 40 years he expounded his views on the etiology, 
symptoms and treatment of the disease at BMA meetings, 
in the medical journals, and in two books Asthma in Rela- 
tion to the Nose (1903) and Asthma and its T'reatment (1932). 

Francis was essentially a fair-minded man and had 
the courage of his convictions; but he suffered from 
the disadvantage of having no hospital appointment in 
London, and his views on asthma never got the promin- 
ence in the profession which his success in treatment 
warranted. But he earned the gratitude of many 
thousands of patients whom he rescued from this most 
distressing complaint. In his life he was almost selfless ; 
he spent it in helping others. On his 8Ist birthday, 
two days before he died, he was still seeing patients. 
He was twice married, and is survived by two daughters 
and a son who is also an ENT surgeon 3.3. A 


NORMAN MACLEAN LEYS 
MB GLASG., DP H 
Dr. Norman Leys, who died at Yalding, Kent, on 
Aug. 15, qualified at Glasgow University in 1900 and 
after taking the DPH went out to British Central Africa 
in the employ of the Lakes Company, later entering the 


Colonial Service at Makuru and Mombasa. He became 
a champion of native rights and in Kenya, which passed 
through several editions, set out in moderate language 
the shocking story of land speculators’ evasion of the 
proclaimed government trusteeship. In the Glasgow 
Herald of Aug. 21 Prof. J. L. Morison relates how “‘ like 
many of the nobler kind of Scot abroad ... Leys had 
the paradoxical Scottish characteristic of combining 
entire devotion to communities requiring help with 
complete disregard for conventional methods of adminis- 
tering that help.’”’ But, he adds, in 1914 he left Africa 
a beaten man. After his return Leys settled at Brails- 
ford, near Derby, whence he had lately moved to the 
neighbourhood of Maidstone. 


WILLIAM DE MALET PEYTON 
OBE, MB DUBL. 

Dr. Peyton died suddenly on Aug. 22, aged 55, while 
on his way to St. Thomas’s Hospital, where he had 
worked in the venereal department for over 20 years. 
Son of John Hamilton Peyton of Castlebar, co. Mayo, he 
was educated there and at Trinity College, Dublin. 
After qualifying in 1913 and holding a house-appoint- 
ment at Bradford Royal Infirmary, his life-work began 
when a major in the RAMC during the last war. Many 
will recall his assiduity as officer in charge of the syphilis 
division, No. 1 Stationary Hospital, BEF, dermatologist 
to No. 4 Stationary Hospital, and consultant in venereal 
diseases at the Rouen Base. He represented the BEF 
at the VD Conference of 1918, and was posted to the 
Rochester Row military hospital. For these services 
he was awarded the OBE. On leaving the Army he was 
appointed to the department at St. Thomas’s, whose 
success, writes T. A.-D., was due in no small degree to his 
steadfast labours and his friendly tactful management. 
Possessed of a kindly nature, his cheerful banter 
humoured difficult patients, while awkward mothers 
were cajoled by his fondness for children. Technically 
expert, able and master of his specialty, his colleagues 
will retain a vivid memory of his genial personality. 
Few realised his versatility : he wrote several scholarly 
papers, incliding one on transverse myelitis (Lancet, 
1925); during his college days he was an athlete of 
international reputation, holding the 100-yard champion- 
ship for running in 1908; a talented musician, with a 
degree in music, he delighted his circle of friends with 
impromptu evenings at the piano. Dr. Peyton married 
Ellen Clarissa Stross, daughter of the last Austrian consul- 
general in Egypt. She survives him with the younger of 
their two daughters. 


On Active Service 


AWARDS 
Tue following appointments have been made in recognition 
of gallant and distinguished services in Italy : 
cB 
Brigadier STANLEY ARNOTT, DSO, MD EDIN., late RAMC. 
CBE 
Colonel C. H. PLAYFAIR, OBE, RCAMC. 


OBE 
Lieut.-Colonel W. C. ALFORD, MB GLASG., RAMC. 
Lieut.-Colonel REGINALD ARMSTRONG, MB DURH., RAMC. 
Colonel E. C. BEppows, mc, mrcs, late RAMC. 
Lieut.-Colonel J. A. BINNING, MB LOND., RAMC. 
Lieut.-Colonel G. W. CRIMMIN, MB CAMB., RAMC. 
Lieut.-Colonel A. L. pD’ABREU, FRCS, RAMC. 
Lieut.-Colonel I. D. Easton, FRCPE, RAMC. 
Colonel C. E. Eccirs, LRcCPI, RAMC. 
Lieut.-Colonel C. D. Evans, MB CAMB., RAMC. 
Colonel J. W. Hirst, MA CAMB., MRCS, RAMC. 
Lieut.-Colonel F. H. HoLiLInGsHEAD, MB BRIST., RAMC. 
Lieut.-Colonel A. M. HuGHEs, Mc, MRCS, RAMC. 
Lieut.-Colonel W. H. M. Jonrs, MB WALES, RAMC. 
Lieut.-Colonel F. P. Lez LANDER, FRCP, RAMC. 
Lieut.-Colonel W. D. F. LyTLxe, MB LOND., RAMC. 
Lieut.-Colonel A. PERN, MRCS, RAMC. 
Lieut.-Colonel F. A. Roppy, MB DUBL., RAMC. 
Lieut.-Colonel R. W. Scott, MB DURH., RAMC, 
Lieut.-Colonel E. J. SELBY, RAMc. 
Lieut.-Colonel R. W. D. TURNER, MD CAMB., RAMC. 
Lieut.-Colonel R. B. WriGHT, MB GLASG., RAMC. 
Lieut.-Colonel R. C. Dickson, RCAMC, 
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Major-Generai R. W. 
WAY, CBE, DSO, MB ABERD. 

Brigadier W. P. Croker, 
MD DUBL. 

Lieut.-Colonel W. C. Atrorp, 
MB GLASG. 

Lieut.-Colonel Hamisu 
ALLAN, MC, MB LOND. 

Lieut.-Colonel W. M. Carrer, 
FRCS. 

Lieut.-Colonel R. W. 
DRY, FRCSE. 

Lieut.-Colonel D. T. Swirr, 
MB NZ. 

Major J. W. L. Baty, MB 
ABERD. 

Major H. J. Bett, mB EDIN. 

Major H. W. mrRcs, 

Major D. J. CampsBeE 
FRCSE. 

Major SYDNEY CARTER, MD 
DURH. 

Major H. J. CroGHan, MB 


HEn- 


MC, 
MB BIRM. 

Major P. R. Evans, MD MANC. 
Major T. D. W. Fryer, MB 
CAMB. 

Major C. C. Hurst, mrcs. 

Major J. IRvINE. 

Major D. B. JacGcER, MB 
BIRM. 

Major T. G. S. James, MB 
CAMB. 

Major J. G. Jamreson. 


Major J. W. 
BM OXFD. 

Major R. B. RosBertson, 
MBE, MB ST. AND. 


ON ACTIVE SERVICE 


MBE 
Major J. B. Barr, MD GLASG., RAMC. 

Major Guy BLACKBURN, FRCS, RAMC. 

Captain G. H. M..HeMSTED, MRCS, RAMC. 

Captain ALEXANDER HENDERSON, MB ST. AND., RAMC. 
Major C. D. P. Jongs, Frcs, RAMC. 

Major RatpH KauNTZE, MB CAMB., RAMC. 

Major D. G. LIVERSEDGE, MB LEEDS, RAMC. 

Captain A. E. O’DONNELL, MB DUBL., RAMC. 

Major W. R. West-WatTson, MB LOND., RAMC. 


The following awards have also been made : 


Dso 
Major F. J. O’Dowp, mrcs, 


Captain J. G. MACARTHUR, MB ABERD., RAMC. 
Captain R. J. N. PELLow, MrRcs, RAMC. 
Lieutenant F. H. LRCPE, RAMC. 
Lieutenant THomas NOTMAN, LRCPE, RAMC. 
Captain H. L. Buatta, mB, IAMc. 

Captain Francis MARTIN, RCAMC. 

Captain W. H. LANG, MB GLASG., RAMC. 

Captain TERENCE McCaRROLL, MB GLASG., RAMC. 
Captain L. J. SAMUELS, LRCPI, RAMC. 


MENTIONED IN DISPATCHES 


Major J. McL. Ross, ms 
EDIN. 

Major C. V. 
LRCPE. 

Major V. A. J. Swarn, FRcs. 

Major N. G. G. Tatsor, 
MB LOND. 

Major Eric TownsEenD, Mo, 
MD EDIN. 

Major W. 8. Frese. 

Major R. H. WEBBER. 

Captain K. M. Brett, ms 
ABERD. 

Captain A. M. Brown. 

Captain N. C. Coomss, mrcs. 

Captain F. H. Counrnan, 
MB DUBL. . 

Captain J. CUMMING. 

Captain J. S. Davipson. 

Captain T.-C. H. Davies, 
MB WALES. 

Captain W. A. Dewar, MB 
GLASG. 


SaLisBury, 


Captain F. R. Dvuaaay, 
LRCPI. 
Captain M. mB 
ABERD. 


Captain J. G. Gow, MB LPOOL. 

Captain C. J. Hopson, MB 
LOND. 4 

Captain H. J. 
MB BIRM. 

Captain C. ‘W. MarsHatt, 
MD LOND. 

Captain R. D. RuTHERFoRD, 
MRCS, 

Captain R. W. Temple, mp 
DUBL. 

Captain H. A. WELLS, MB 
DUBL. 


| Lieut. R. H. Hccues, mecs. 


MEMOIRS. 

| Major C. F. Rarver, who died on August 1 from the after 
effects of an injury sustained on active service, was the eldest 
son of the late Mr. C. O. Rainer of Georgetown, British Guiana, 
and of Mrs. Rainer of Chertsey. He was educated at Kent 
College, Canterbury, and took his MRCS from the London 
Hospital in 1917. During the last war he served with the 
IRAMC in Mesopotamia and later with the Army of Occupation 
pn the Rhine. After his demobilisation he settled in practice 
at Herne Hill till, though nearing the age-limit, he voluteered 
pnee more early in the present war, and was appointed officer 
in charge of a reception station. He leaves his widow with a 
laughter, and a son now serving as a midshipman in the 
Royal Navy. W. D. C. writes: “‘A man of quiet retiring 
(lisposition Rainer was deeply religious and took an active 
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interest in Methodist church affairs. His patients have lost 
a friend, as well as a physician whose skill and patience as an 
obstetfician were memorable.”’ 


Major L. R. Jorpan, who died in July of wounds received 
while operating at an advanced surgical centre in Normandy, 
was the youngest son of Mr. and Mrs. 
R. M. Jordan of Weston-super-Mare. 
He graduated MB at the University of 
Bristol in 1931 and passed his FRCS 
examination three years later, at the 
early age of twenty-four. He held 
house-appointments in Bristol at the 
Royal Infirmary and at the Royal 
Hospital for Sick Women and Children 
and later in London at the National 
Temperance Hospital. While studying 
for his fellowship he travelled as ship’s 
surgeon to the West Indies, Panama 
and South America, returning to settle 
in practice as the surgical partner of a 
firm at Muswell Hill. Jorgan volun- 
teered for service immediately on the outbreak of war but 
was not called up till the following October when he had 
already proved his worth as surgeon to the Hornsey Central 
Hospital during the early air-raids on London. He also acted 
as clinical assistant to the Central London Ear, Nose and 
Throat Hospital. In 1935 he married Miss Mollie Whalley 
of Burrough Green, Newmarket, and leaves her with one 
daughter. A. W. A. writes: Leslie Jordan was a born 
devotee of surgery. I enjoyed him as an enthusiastic 
student, and valued his help as house-surgeon, and later his 
professional comradeship. A sound clinician, he had a gentle 
friendly way with patients, and his life was one of steady, 
unstinted and able service. 


Vandyk 


Surgeon Lieutenant G. N. Davison, missing since March, 
has now been posted as “ missing, presumed killed.”” He 
studied medicine at Newcastle and graduated MB Durh., in 
1936. After two years spent in resident posts at the Royal 
Victoria Infirmary and at the Newcastle General Hospital, 
his interest in the diseases of children took him to the Royal 
Manchester Children’s Hospital. The day after war was 
declared he volunteered for the Navy and was commissioned 
in December, 1939. He early saw active service, taking part 
in the battle of Narvik and the evacuation at Dunkirk. 
After holding a shore appointment he was posted to the ship 
in which hé and many of his friends were lost. To those who 
knew him well it is no surprise to learn that one of the ship’s 
officers speaks of him as “‘a charming and efficient doctor, 
and as counsellor and adviser to the men extremely popular 
and successful. He undoubtedly contributed largely to the 
happiness of the ship’s company.” Outside his work, 
Davison’s chief interest was in music and he was a musician 
of more than average ability. He married in February, 1940, 
Dr. Anna Nicol of Leven. 


INFECTIOUS DISEASE IN ENGLAND AND WALES 
WEEK ENDED AUG. 19 

Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0: scarlet 
fever, 1068 ; whooping-cough, 1603; diphtheria, 398 ; 
paratyphoid, 5; typhoid, 8; measles (excluding 
rubella), 1606 ; pneumonia (primary or influenzal), 345 ; 
puerperal pyrexia, 134; cerebrospinal fever, 34; polio- 
myelitis, 14; polio-encephalitis, 1; encephalitis lethar- 
gica, 1; dysentery, 248; ophthalmia neonatorum, 58. 
No case of cholera, plague or typhus fever was notified 
during the week. 

The number of civilian and service sick in-the Infectious Hospitals 
of the London County Council on Aug. 16 was 803. During the 
previous week the following cases were admitted : scarlet fever, 21 ; 
diphtheria, 14; measles, 16; whooping-cough, 29. 

Deaths.—In_126 great towns there were 2 (0) deaths 
from enteric fevers, 1 (0) from scarlet fever, 2 (0) from 
measles, 3 (3) from whooping-cough, 8 (0) from diph- 
theria, 58 (4) from diarrhoea and enteritis under two 
years, and 5 (1) from influenza. The figures in paren- 
theses are those for London itself. 

Portsmouth and Gloucester each reported 1 death from an enteric 
fever. There were 6 fatal cases of diarrhoea at Birmingham. 

The number of stillbirths notified during the week was 
226 (corresponding to a rate of 34 per thousand total 
births), including 14 in London. 
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NOTES AND NEWS 
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‘Notes and News 
MORE DALTON REMINISCENCES 

Dr. E. M. Brockbank has supplemented his historical notes 
(1906) of John Dalton’s life in Manchester with a collection 
of unpublished letters and miscellanea (Manchester Univ. 
Press, 7s. 6d.), timed to appear on the 100th anniversary of 
his death (July 27, 1844). He was moved to pay this tribute 
by the destruction from enemy action in 1940 of the district 
in which Dalton lived and worked for forty years. The notes 
may not add much to the origin of the atomic theory or the 
genesis of colour-blindness, but they capture the spirit of the 
tall, gentle, uncouth scholar who could reply “ Well, I don’t 
know, just middlin’” to his Sovereign’s inquiry after his 
welfare ; whose head was * too full of triangles ” to think of 
marriage ; who went to every meetingof the British Associa- 
tion leaning on the arm of Peter Clare, the Quaker clock-maker, 
whose timepieces were so accurate that the cock crowed by 
them. The reader can learn the present habitat of the poor 
shrivelled eye which Mr. J. A. Ransome, Frcs, removed by 
request after Dalton’s death to see whether the clue to colour- 
blindness could be found in it; he will discover for whom 
Dalton wrote the Elements of English Grammar which con- 
tains the wittiest of all grammatical slips—phenomenon, 
feminine phenomena ; and he may enjoy again Ford Madox 
Brown’s inimitable fresco of a group of young Mancunian 
pond-fans helping Dalton collect marsh gas. 


THE RUSSIAN ACB SERUM ; 

Tue Empire Rheumatism Council has carried out tests with 
the small supply of ACB serum sent from Russia by Professor 
Bogomoletz, and the results do not justify a favourable ver- 
dict. The best that can be said is ““ not proven.” Neverthe- 
less, with more detailed information on the optimum methods 
of employment and some lead as to the type of rheumatic 
disease for which the serum is best adapted, the claim advanced 
for it may be substantiated. So soon as war conditions in 
Europe allow, the council propose either to invite a repre- 
sentative of Professor Bogomoletz to visit England, or to 
send a research scientist to Russia to make further investiga- 
tions. Meanwhile the council cannot recommend its use. 


Society of Apothecaries of London 


At a meeting of the court of assistants held on Aug. 15, with 
Mr. L. Vernon Cargill, deputy master, in the chair, Dr. J. P. 
Hedley was elected master for the ensuing year, and Dr. H. F. 
Powell and Dr. C. T. Parsons wardens. Rear-Admiral 
C. P. G. Wakeley succeeded Sir Hugh Lett as representative 
on the governing body of the British Postgraduate Medical 
School; Dr. H. Seaward Morley was appointed repre- 
sentative on the negotiating body of the British Medical 
Association ; and Dr. D. H. Geffen, examiner in public health 
for the mastery of midwifery examination. 

The honorary diploma of the Society was bestowed upon 
Sir Buckston Browne, and the diploma was granted upon 
examination to the following : 

D. Cappon, E. A. Humphrey, I. W. Williams, L. J. Wood. 
R. W. Barr-Brown, K. R. J. Coates, N. J. Caldwell, T. H, 
Eustace, I. P. D. W. Skempton, A. E. Buck, and A. H. Pote. 


Department of Child Health at Liverpool 
Dr. NormMan Capon has been appointed professor of child 
health and part-time director of this new department which 
the Minister of Health is to open in the autumn. The uni- 
versity, the city council and the children’s hospital are to share 
the cost of the department, which is to be housed at the City 
and Heswall branches of the Royal Liverpool Children’s 
Hospital and at the Alder Hey Children’s Hospital. Members 
‘ of the staffs of these two hospitals have been appointed as 
part-time and full-time officers of the department. 


Dr. Capon, who is 52 years of age, was educated at Liverpool 
College and graduated MB at Liverpool Universit ty with first-class 
honours in 1916. After serving with the RAMC in Egypt and 
Palestine he returned to Liverpool in 1920 and the following year 
took his MD. He had already chosen his specialty, and the experi- 
ence he gained as house-surgeon at the Liverpool Infirmary for 
Children and as Ethel Boyce fellow in gynecological pathology at 
the university confirmed his choice. His appointment to the staff 
of the Royal Southern Hospital followed in 1925, and in due course 
he became physician to the children’s hospital and visiting physician 
at Alder Hey. But in the midst of his clinical practice he was care- 
ful to spare time for research and teaching, and he was also a part- 
time worker for the Medical Research Council and lecturer in 
clinical medicine and later in diseases of children at the University. 
Dr. Capon’s original papers range from such subjects as cedema of 
the foetus and intracranial traumata (1923) to hemorrhagic diseases 


_ELLIOTT—-LOCKYER-HOLMEs.—On Aug. 


ofthe newborn (1937). He has also contributed chapters to Parsons 
and Barling’s Diseases of Infancy and Childhood, to Garrod, Batten 
and Thursfield’s Diseases of Children and to Chamberlain’s Symptoms 
and Signs in Clinical Medicine. In 1931 Dr. Capon was elected 
to the fellowship of the Royal College of Physicians of London an 
in 1941 he was appointed Milroylecturer. He is an original member 
of the British Pediatric Association. 


Course on Industrial Medicine 

Six lectures for industrial medical officers, works managers, 
welfare officers and nurses will be given at the medical schoo! 
of Birmingham University at 4 pm on Mondays and Tuesdays 
during September. On Sept. 11 and 12, Dr. E. Baylis Ash 
and Dr. Cranston Walker will speak on industrial dermatitis ; 
on Sept. 18 and 19, Prof. Hamilton Hartridge, Frs, on vision 
and colour vision ; and on Sept. 25and 26, Dr. C. 8S. Hallpike 
on deafness. Applications to*the secretary of the university, 
Edmund Street, Birmingham. 


Appointments 


Hunt, A. J., DM, M CH OXFD, FRCS: temp. hon. surg., , encegiiien 
Hospital, London. 
London County Council.—The following appointments are 
announced : 
DORLING, G. C., FRCS: deputy med. supt. (class 1) and senior 
resident surgeon, St. Mary Abbots Hospital ; 
GILLIEs, J. C., MB GLASG., FRCSE: deputy med. ‘supt. (class 1) and 
senior resident surgeon (temp.), Hackney Hospital ; 
MATHESON, I +» FRCS: ty med. supt. (class 1) and senior 
resident surgeon (temp.), St. Giles Hospital ; 
Y, L. A., BA CAMB., MRCS: deputy med. supt. (class I temp.), 
Queen Mary’s Hospital for Children, Carshalton 


AsTON, H. C., MB BIRM., MRCP: aig med. supt. (class 111) and 
senior resident physician (temp.), Mile End Hospital ; 
McCrea, A. N., MB CAMB., FRCS: deputy med. supt. (class 1) 


and senior resident surgeon (temp.), St. Charles Hospital ; 
Simmons, J. H., MD LOND., MRCP: lysician ~ (temp.) 
and deputy to med. supt., Lewisham Hos gpa 
JEMSON, JAMES, FRCS: surgeon specialist, ewisham Hospital ; 
CHRANE, H. L., MB BELF., FRCS: deputy med. supt. (class u) 
and senior resident surgeon (temp.), Fulham Hospital ; 
Evans, J.C. MRCP: med supt. (temp.), St. Charles Hospital ; 
RONALDSON, G. W.,MD GLASG., DPH : — supt., South Eastern 
Hospital, acting at Park Hospital ; 
REID, J. O., MD EDIN.: med. (temp. Highgate Hospital and 
part- -time to EMS sectors 6 and 


_ Births, Marriages and Deaths * 


BIRTHS 
ELWELL.—On Ave. 26, in London, the wife of Captain J. R. Elwell, 
RAMC—a 8 
Davies.—On Ave. 17, at Barnet, the wife of Dr. J. Vernon Davies— 
a son, 


RicHarps.——On Aug. 19, at Exeter, the wife of Captain A. Guyon 

: Richards, RAMC—a son 

Scotr.—On Aug. 24, at Aberdeen, the wife dbf Major W. 
Scott, RAMC—a son. 

SmiTtH.—On Aug. 21, at Glasgow, 
RAMC—a@ son. 

WILKIN. — Aug. 17, at Cam bridge, the wife of Dr. James Wilkin 
—a so 

WRIGHT. —On Aug. 24, at Farnborough, Kent, to Dr. Helen Payling 
Wright (née Goddard), the wife of Prof. G. Payling Wright, 


FPRCP—a son. 
MARRIAGES 


CALDERWOOD—NICHOLS.—On Aug. 5, at Manor Park, Raymond 
Ww. Calderwood, MRCs, lieutenant RAMC, of Wanstead, to 
Mabei Edna Nichols, of Ilford, Essex. 


A. MeD. 


the wife of Major John Smith, 


17, at Benfleet, Essex, 
John Reginald Elliott, surgeon lieutenant RNVR, to Margaret 
Elizabeth Lockyer-Holmes. 

FOXEN—MACDONALD.—On Aug. 4, at Edinburgh, E. H. Miles 
Foxen, captain RAMC, to Elizabeth Jonathan Macdonald, of 
Southport. 

JAMESON—GLEN.—On Aug. 22, at Edinburgh, J. E. 
major RAMC, to Marjory Elizabeth Glen. 

PuNT—MooreE.—On Aug. 12, at Brightlingsea, Norman Arthur| 
-unt, MRCS, to Gwendoline Phyllis Moore. 

PYPER—BRIGHTMAN.—On Aug. 10, at Alexandria, J. Graham 
Pyper, captain Ramc, to Patricia Brightman, ats. 

SrIMPSON—-MEREWETHER.—-On Aug. 24, at Welwyn. Herts, Robert 
Arthur Hyem Simpson, surgeon lieutenant RNVR, to Moira 


Merewether. 
: DEATHS 


BERKELEY-HILL.—On Aug. 16, at Ranchi, India, Owen Alfred 
Rowland Berkeley-Hill, DM OxFD, lieut.-colonel IMS, aged 64 

HEWER.—On Aug. 25, at Sevenoaks, Joseph Langton Hewer, MI 
LOND., FRCS. 

McMunn.——On Aug. 15, Andrew McMunn, LRcrt, lieut.-colonel 
RAMC, retd, of Finsbury Pavement, London, E.C.2, aged 
PantTIn.—On Aug. = Douglas, I.o. x. Charles Satchel” Pantin, 

OBE, MD LOND., 
PEYTON.—On Aug. "29 ‘William. de Malet Peyton, OBE, MB DUBL. 


Jameson, 


The fact that goods made of raw materials in short sini owing 
to war conditions are advertised in this paper should not be taken 
as an indication that they are necessarily available for export. 
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PROGESTIN B.D.H. 


. The Hormone of the Corpus Luteum Li 


Functional uterine hemorrhage is an accepted indication for the administration of 
progestin, although, in this group of conditions, the mode of action of the hormone 
is not finally agreed upon; there is little doubt, however, of its efficacy. Profuse, 
prolonged or frequent uterine hzmorrhage is readily controlled in most instances 
although there may be several causes of abnormal uterine hemorrhage. 


Luteal insufficiency, resulting in excessive predominance of cestrogen, results in 
excessive motility of the uterine musculature and this in turn may cause dysmenorrhcea 
or, during pregnancy, a tendency to abortion. 


SS 


In all these conditions, functional uterine hemorrhage (menorrhagia and metrorrhagia), 
endocrine dysmenorrheea and threatened or habitual abortion, the administration of 
Progestin B.D.H. is indicated and constitutes the primary treatment. Progestin B.D.H. 
may be administered with confidence, for it is the pure hormone, synthetic proges- 
terone, in accurately standardised solution. 


Details of dosage and other relevant information will be gladly supplied on request. 
THE BRITISH DRUG HOUSES LTD. LONDON N.1 


SHor/E/134 


SS 


SN) 


“Sodium Amvytal’ 


SODIUM ISO-AMYL ETHYL BARBITURATE 

in Psychiatric Conditions 
Many years of clinical experience have proved the value of 
* Sodium Amytal ’ in disturbed mental conditions. Patients 
may receive effective doses with relative safety. . Psycho- 
therapy may be successfully employed in the “ twilight ” 
state which is induced. This method is recommended 
for treatment of hospitalized cases but may be employed 


in private homes with adequate nursing supervision. 
Permanently good results may be obtained. 


BRAND 


References : Jour. of Mental Science, Jan. 1941; Jour. of Mental Science, Jan. 1942; 
Practitioner, Sept. 1942. 


ELI LILLY AND COMPANY LIMITED 


BASINGSTOKE AND LONDON 
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White 


Korkalite 
Cork-Mouth. Moulded Cap. 
Photograph of Photograph 1 Photo of actual 
actual package actual package of package of bottles 
Cork-mouth screw-cap bottles with Korkalite 
‘ bottles with 


with the cover Moulded 


removed 


cover 
femoved 


WASHEDAND STERILIZED 
— READY FOR USE— 
THE IDEAL 
DISPENSING BOTTLE 
IN ANY EMERGENCY 


[JNITED GLASS BOTTLE 


MANUFACTURERS LTD 
The Largest Manufacturers of Glass Bottles 
in Europe 
8 LEICESTER STREET, W.C.2 
Telephone : GERard 8611 (10 lines): 
Telegrams : Unglaboman, Lesquare, London 
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BIOLOGICAL PREPARATIONS 


ANTIPEOL “vaccine, OINTMENT 


contains sterile vaccine filtrates (antivirus) of all the sary lnoline-sincichthyel base. STREPTOCOCCI and B. PYOCYANEUS, 
ine-zin yo 
INDICATIONS : Abscesses, boils, bu wemorrholds, | » SYCOS! ds, and all inflammatory cutaneous Infections. 
ANTIPEOL L Li@uID’ of the ear, septic = and suppurating wounds. 


OPHTHALMO-ANTIPEOL 


contains, in a semi-fluid base, the sterile vaccine filtrates of B. PYOCYANEUS, PNEUMOCOCCI 
INDICATIONS : Conjunctivitis, blepharitis, keratitis, dacriocystitis, << all ee conditions and lesions of the eye. 


RHINO-ANTIPEOL 


nasal immunising cream, contains | Lis, and the antivirus of PNEUMOCOCCI, ENTEROCOCCI, 
M. CA’ B. PFEIFFER, and 


ng 
INDICATIONS : Coryza, rhinitis, hay "fever, catarrh, Influenza, common cold and other naso-pharyngeal infections. 


ENTEROFAGOS 


44 strains of micro-organisms common of the tract, kidneys and bladder. 
RAPIDLY EFFECTI ULTS in enteritis, dysentery, colitis, diarrheeas, B. i infections, typhoid and paratyphoid fevers and other 
intestinal and para-intestinal 


DETENSYL 


vegeto-polyhormonic hypotensor, for gentile and regular reduction of arterial tension 
INDICATIONS : High blood pressure, arterio-sclerosis, arthritis, palpitation, ocular and auditory troubles of Sa No contra-indications . 


CLINICAL SAMPLES AND LITERATURE FROM 


MEDICO-BIOLOGICAL LABORATORIES LTD., South Norwood, LONDON, S.E.25 


Where BISCUITS ate 


By Appointment 
toH.M.theKing 


McVITIE & PRICE LTD - EDINBURGH - LONDON MANCHESTER 
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feverish conditions which frequently 
accompany the common cold can be 
effectively eased by the administration 
of ‘ANADIN.’ Because of its balanced 
formula of aspirin, phenacetin and 
caffeine, ‘ ANADIN’ can be prescribed 
with the assurance that it is well- 
tolerated over prolonged periods. 

Formula: Acetphenetidin 2 ér-; 


Ac. Acetylsalicylic. 4 gr.; Caffeine 
Alkaloid } 


ANADIN Tablets 


ANADIN LIMITED, 12 CHENIES STREET, LONDON, W.C.1 


MYALGIA AND 
FEBRILE CONDITIONS 
MUSCULAR aches and pains and the 


DOWN BROS. 


LIMITED 


SURGICAL 
INSTRUMENT 
AND 
HOSPITAL 
FURNITURE 
MANUFACTURERS 


e 

All Correspondence now to 
NEW HEAD OFFICE 

23, PARK HILL RISE 

CROYDON 


Telephone: Oroydon 6133 


Showrooms and Fitting Rooms 
22a, CAVENDISH SQUARE 
LONDON, W.1 


FAMOUS SINCE 1795 


The Only Brandy 
actually bottled 
at the 
Chateau de Cognac 


to > Dept 


, 
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| 
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invaluable in the Car- F 
“TAR bon Dioxide treat: 7 
ment of Respiratory 
pocKeT CO: _ | 4 
with this outfit. cO2 
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UNIVERSITY OF LONDON 
KING’S COLLEGE 


FACULTY OF MEDICAL SCIENCE 


The Medical Faculty at this College of the University 
gives instruction in the subjects of Medical Science for 
all the usual Pre-Medical and Intermediate Examinations 
in Medicine, Surgery and Dentistry. Through the four 
associated hospitals, students of the College have clinical 
facility of over 1,000 beds. 


The Medical Faculty of the College provides a general 

_ University education in touch with other Faculties, 
classes of which medical students are permitted to attend. 
There are many College societies, clubs, and functions, 
in which students of all Faculties have opportunity of 
meeting each other. The College has an excellent 
pon ground at Mitcham with a new _ well-equipped 
pavilion. 


The First Year subjects are taught in es Departments 
of the Faculty of Natural Science and those for the 
Second and Third Years in the Faculty of Medical Science. 
This consists of the Hambleden Department of Anatomy 
and the extensive Department of Physiolo The 
»buildings of these Departments provide the Colle; ege with 
a complete Medical Faculty which em es the newest 
Sn ae ideas in laboratory construction and equip- 
ment. 


Valuable Scholarships and Prizes are awarded on the 
results of examinations held annually. 


No hostel accommodation is available during the war. 


8. T. SHOVELTON, M.A., Secretary. 
Strand, W.C.2. 


. LARGE DEPARTMENT FOR MEDICAL BOOKS . 


TO THE WORLD 


BOOKS ON ALL SUBJECTS BOOKS BOUGHT 


119-125 Charing Cross Road, London, W.C.2 
Open 9 a.m.—é6 p.m., including Saturday Tel.: GEBrard 5660 (16 lines) 


MALLING PLACE, KENT 
For LADIES and GENTLEMEN of Unsound Mind. 


Terms moderate. Apply to Resident Medical Superintendent- 
Telegrams: ADAMWEST MALLING. Telephone No. 2: LLING- 


CHISWICK HOUSE, 


PINNER, MIDDLESEX. 
Telephone: PINNER 234. 


4A Private Hospital for the Treatment and Care of Mental and 
Nervous Illnesses in both Sexes. 

A modern country house, 1a miles from ae Arch, in 
attractive and secluded surro Fees from 10 guineas 
inclusive. rtificate, Voluntary and 

Patients received for t. 


MACAULAY, M.D., D.P.M. 


MEDICAL CORRESPONDENCE 
COLLEGE 


19, WELBECK STREET, LONDON, W.! 
provides 
Coaching for all Medical Examinations, D.A., 
D.P.M., D.O.M.S., D.L.O., D.C.H., M.R.C.P., 
F.R.C.S., M.D. thesis, and all qualifying 
examinations by a staff of high qualified Tutors, 
Honoursmen, and Gold Medallists 
No interruption of Postal Courses during the war 


Medical Examina 
sent free on application 


interested 


UNIVERSITY COLLEGE HOSPITAL 
MEDICAL SCHOOL 


(University of London) 
University Street, W.C.1 
WINTER SESSION commences TUESDAY, 3RD 
OcToBER, 1944. 
Scholarships and Prizes exceeding £1000 awarded 


annually, and numerous vacancies for House Appoint- 
ments, also Senior Posts for Registrars, &. 


DENTAL SCHOOL DEPARTMENT 
(NATIONAL DENTAL HospiraL, GREAT PORTLAND STREET, W. 


Full particulars can be had on application to the 
DEAN. 


MICROSCOPE 
OUTFITS WANTED 


Highest prices paid. Let know 
if you wish to as 
we may be able to help you. 


DOLLONDS (Estd. 1750) 
428, STRAND, LONDON, W.C.2 
Tel. TEMple Bar 3775 


CITY OF LONDON MENTAL HOSPITAL 


Near DARTFORD, KENT 


Ladies and Gentlemen received for treatment 

under certificates, and without certificates as cither 

VOLUNTARY or TEMPORARY PATIENTS, 
at a weekly fee of £2 9s., and upwards 


SPRINGFIELD HOUSE 


*Phone: BEDFORD 3417. Near BEDFORD 

For pane KS Cases with or without Certificates. 

Ordinary T' Five Gui week (includi Separate 
Bedreome for all cutiable charge). 


For forms of admission, &c., apply to the Resident Physician, 
Ozprio W. Bowen. 


INTERVIEWS IN LONDON BY APPOINTMENT. 


VALE OF CLWYD SANATORIUM 


This Sanatorium is established for the treatment of Tuberculosis of the Lungs and the Pleural Cavities. 


It is situated in 


the midst of a large area of park-land at a height of 450 feet above sea-level Average rainfall 29-57 per annum. Full day 
and night Nursing Staffs. X-ray plant. Every facility for Artificial Pmeumothorax and for operations on the Chest. Electrie 


tendent. 
H. Monrmwrow Davies, M.D., M.Oh. (Cantab.), F.R.O.8., Lianbedr Hall, Ruthin, N. Wales. 


THE OLD MANOR, 


SALISBURY. 


A Private Hospital for the Care and Treatment of those - both sexes suffering from MENTAL DISORDERS 


Extensive grounds. Detached Villas. Chapel. 


Garden Produce from own gardens. Terms very moderate. 


HOME BOURNEMOUTH 
standing in 12 acres of ornamental grounds, with separate villas, tennis courts, etc. Patients or Boarders may visit the 


Home by arrangement. 
Illustrated Brochure on application to the Medical Superintendent, The Old Manor, Salisbury. 
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ST. ANDREW’S HOSPITAL bisorpers 
NORTHAMPTON 


PRESIDENT: THE Most Hon. THE MARQUESS OF EXETER, K.G., C.M.G., A,D.C, 
MEDICAL SUPERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


8 Registered Hospital ie situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
tnctplent menta! disorders or who wish to prevent recurrent attacks of mental trouble ; temporar ry st ne ye and certified patients 
of both sexes are received for treatment. Careful clinical, bio-chemical, bacteriological, and patho eae a examinations. ivate 
rooms with eps nurses, male or female, in the Hospital or in one of the numerous vilias in the grounds of the various branches 


ean be p 
WANTAGE HOUSE 


in treatment is available for suitable t contains speciai departments for alee 4 we various methods, including 
e prolonged immersion bath, Douce Electrical baths, Plombiéres treatment, 
ete. There is an O Theatre, a Surgery, an Ultra-violet A paratus, a for 


MOU PARK 
Two miles from the Main Hospital there are se | branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital! from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy. is & feature of this aera es and patients are given every facility for occupying themselves in farming, gardening, and fruit 


BRYN-Y-NEUADD HALL 
cannes seaside house of St. yp Hospital is banatitally ot situated in a Park of 330°acres, 4 Llanfairfechan, amidst the finest 
n North Wales. On the North- West side of the Es @ mile of sea coast forms the boundary. Patients may visit this 
Branch for art maids chnage or for longer periods. The Hi Hospital has its own private bathing house on the seashore. There 
trout in the par 
At of the Hospital there are cricket grounds, football and hockey lawn tennis courts 
courts), ands, golf courses, and ling greens. Ladies and gentlemen own gardens, ‘ are 
provided for for icrafts, "such as 
For terms and further particulars apply to the Medical Superintendent (TELEPHONE : No. 2356 and 2357 Northampton), who 
@an be seen in London by appointment. 


CALDECOTE HALL Disorders” & Alcoholism 


NUNEATON (Certifiable cases are not received) 
WARWICKSHIRE This beautiful oe situated in the heart of the country (less than two hours 
from London by L.M.S.R.) and surrounded by charming pleasure grounds in which 
(‘Phone : Nuneaton 241) games and outdoor crac therapy are available is devoted to the treatment 


of Alcoholism and “Nerves” by psychothérapeutic and ancillary methods. 
IWustrated Brochure and particulars obtainable from A. E. CARVER, M.D., D.P.M., Resident Medical Superintendent. 


COURT HALL, KENTON, near EXETER 


fOR THE TREATMENT OF EIGHT LADIES, VOLUNTARY, TEMPORARY AND CERTIFIED PATIENTS 


CLIFFDEN, TEIGNMOUTH 


FOR EARLY AND CONVALESCENT CASES Recreational Therapies are held daily by skilled Leaders 
The house stands high with spacious balconies and extensive views of the South Devon Coast. Beautiful Bice, ia Own Dairy in 25 acres. Private ome to beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated .. 1100 ft. up for bracing moorland 
Resident Physicions—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., LR.C.P. ARCROSS 259 and TEIGNMOUTH 289 


CAMBERWELL HOUSE, 33, PeckGann Road, London, S S. E.5 
FOR THE TREATMENT OF MENTAL DISORDERS 
detached Villas for mild cases. Voluntary Patients received. Sanaa coe ot erent own garden produce. Hard and grass 


owe, ith Badminton Court, and all indoor amusements. 
Senior Physician, Dr. HUBERT NORMAN, amisted ‘an, Prospeates giving. tee. “which strietly 
wae Staft to the Se 


visiting Consultan 
The Branch is HOVE VILLA, BRIGHTON an end is 200 te ob above pve sea-level 


PECKHAM HOUSE, 112, Peckham Road, London, S.E.15 
Telegrams: “Alleviated, London” Telephone: Rodney 2641-2642 


amenities of a comfortable are combined with full investigation and every well-established modern treatment. 
Terms from £4.4.0 weekly. 
Illustrated Prospectus may be obtained from the Physician Superintendent. 


TOR-NA-DEE SANATORIUM paw taweon, 


FOR THE TREATMENT OF PULMONARY TUBERCULOSIS AND ALLIED DISEASES © 
Senior Physician and Medical Superintendent: R. Y. KEERS, M.D. (Edin.) 


For prospectus apply to The Secretary, Tor-na-Dee, Murtle, Aberdeenshire Telephone: Oulte 107 


The Hospital is governed by 
A es Hospital for MENTAL DISEASES, and its appointed by the Trustees of the Manchester’ Royal inf rmary. 
Branch, 


LAN-Y-DON, Colwyn Bay, N. Wales VOLUNTARY, TEMPORARY, AND CERTIFIED PATIENTS. 


For Terms aad further information apply to the MEDICAL SUPERINTENDENT Telephone : GATLEY 223! 
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BETHLEM ROYAL HOSPITAL 


FOR 


NERVOUS AND MENTAL DISORDERS 


Monks Orchard, Monks Orchard Road, Eden Park, Beckenham, Kent 


Reg. Ta. Address: BETHLEM, BECKENHAM 


Telephone: SPRINGPARK 1180-1181 


Station: Even Park Railway) 


President: HER MAJESTY QUEEN MARY 


Vice-President : Sir GEORGE WILKINSON, Bart., Alderman 


Joint 7 Treasurers : EDMUND STONE, Esq, and JOHN L. WORSFOLD, Esgq., O.B.E. 


Phy Super 


Orchard 
on behalf of patients of t! in a presumably curable 


With a view to a Somes oeeny or uncertified patients are admitted. 


dent: J. G. PORTER ee ee M.D,, F.R.C.P. 


Patients who can contribute 5 guineas weekly towards the cost of treatment and maintenance may be received as vacancies arise. The Committee 


will also consider applications for var gene = lower rates and in certain cases will be 


The comfort of sensitive patients is 
TREATMENT ON MODERN PRI CIP Every facili 
Science and Unit, including RADIOLOGICAL and 
LABORATORIES. 
The Medical Staff have access to a 
Under the direction of qualified 


SPECIALISED 1 TREATMENT of various forms is given to suitable cases. 


of Consultants in cases which 


OCCUPATIONAL Pap seed in the form of various Arts and Crafts is a is actively encouraged from 


tent instructress this de 
promotion of physi 
and Ente ents. 


ication should be made to the Physician-S intendent 


Indoor S 
Ap 


to admit patients free of charge. 


enhanced by the fact that the 7 are given single bedrooms. 


for 


pro Lord Wakefield of H 
TAL DEPARTMENTS, BIO-CHEMICAL, PATHOLOGICAL and PSYCHOLOGI 


tion and treatment is vided in the 


hich present unusual sym; von! specialised investigation and treatment. 
HELIO-THERAPY, HYDRO-THERAPY and ELECTROTH PY are administered in the Physio- 


t has provéd most effective as a therapeutic factor in all stages of mental illness. 
«prominent feof treatment and hs i by arangonrat for patient to takepart in Outdoor and 


VALE ROYAL ABBEY 


The New Cheshire Home of. 
MUNDESLEY SANATORIUM 


This modernized mansion is situated in its own 
beautiful grounds in the heart of Cheshire. Terms 
from 6} to 10} guineas weekly. Tel.: Winsford 
3336. Station: Hartford. Postal Address: Vale 
Royal Abbey, Hartford, Cheshire. 


Medical and Surgical Staff: 


WYNNE-EDWARDS, M.B. (Cantab.), F.R.C.S. ( 
GEORGE DAY, M.D. (Cantab:) . 


NORTHUMBERLAND ,HOUSE 


Green Lanes, Finsbury Park, 

A PRIVATE HOSPITAL for the treatment of aol and nervous 
illnesses. Conveniently situated and easy of access 
parts. Six acres of ground, facing Finsbury Park. Volun 
and Temporary Patients received without certification. E.C. 
Shock and other modern forms of 
treatment. Shelters have been pro A ma Telephone: 


STAmford wil 2688. Telegrams: ‘“ Subsi London.’’ 
‘or further ulars apply to the Medical rintenden 
IGGALL, Member British Psycho-Anal 


CRICHTON ROYAL, DUMFRIES 
FOR NERVOUS AND MENTAL DISORDERS 


Cases of Alcoholism and D; — are admitted. 
Every nee for individual ent on the most modern 
ines. As the Hospital is well endowed, terms are exceptionally 


Medical Certificates given anywhere in the British Isles are 
for of patients. 
K. J.P., M-D., 


werintendent: P. 
rR P., DPMS Barrister-at-Law. : Dumfries 1119. 


FENSTANTON at FIVE 


Chalfont St. Giles, Bucks 


for the Care and Treatment of a limited number 
tary, Patients “Apply Resign of 
ical Directory, nt clan. 

‘elephone: Little Chalfont 2048. Chalfont and 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental iliness. All forms of 

treatment available. Fees from 4 gns. per week upwards according to 

requirements. Vacancies occasionally exist at reduced fees on the 
recommendation of the patient's own physician. 


Apply to Dr. J. A. SMALL. Telephone: Norwich 20080 


THE MAGHULL HOMES FOR EPILEPTICS (Inc.) 
= MAGHULL, Near LIVERPOOL 


Open Air Occupation and Recreation for Patients, Farming, 
Gardening, Football, Cricket, Tennis, Bowls, etc. School 
recognised by Ministry of Education. 


FEES— 
Ist Class (men only) ris, .. from £3 per week 
3rd Class — and women) supported by i 
ublic Assistance Committees... ,, 27/6 ,, 
For further particulars apply to— 
Cc. EDGAR GRISEWOOD, A.C.A., 20, Exchange Street East, 
LIVERPOOL, 2. 


THE COTSWOLD SANATORIUM 


On the Cotswold Hills, seven miles from Cheltenham, 
Stroud and Gloucester. Fully equipped for the treatment 
of all forms of Tuberculosis. 


Terms: 6 to 10 guineas per week, inclusive. 


Full iculars from MEDICAUSUPERINTENDENT, COTSWOLD 
SANATORIUM, CRANHAM, GLOUCESTER. 


Telephone: Witcombe 2181 Telegrams : “ Hoffman, Birdlip” 
LONDON (ROYAL FREE HOSPITAL) SCHOOL OF MEDICINE 
FOR WOMEN (University of London), 
Hunter-street, Brunswick-square, W.C.1. 


ENTRANCE EXAMINATION 1945. 

Notice is hereby given that an Entrance Examination for all 
candidates for admission to the Ist and 2nd Medical Courses 
in October, 1945, will be held on 25TH JANUARY, 1945. 

Applications on the prescribed form must received by 
ist January, 1945. Full particulars and application forms may 
be obtained’ from: NANCIE MOLLER, Warden and Secretary. 

5th July, 1944. 


L. M.S. S. A. 

FINAL EXAMINATION: SurGERY, October 9th, November 
13th, December 4th, 1944. MEDICINE PATHOLOGY, October 
16th, November 20th, December 11th, 1944. MIDWIFERY, 
October 17th, November 2ist, December 12th, 1944. MASTERY 
of MIDWIFERY EXAMINATIONS, May and November. 

For regulations we REGISTRAR, Apothecaries’ Hall, Black 
Friars-lane, London 


UNIVERSITY OF MANCHESTER 
EXTRA-MURAL DEPARTMENT. 
Session 1944-45. 
THE RE-SETTLEMENT IN INDUSTRY OF THE DISABLED PERSON, 
30TH SEPTEMBER-—1ST OCTOBER. 


A Week-end Course for 
Industrial Medical Officers and Managers. 
A leaflet giving details of the course can be obtained from the 
Director of Extra-Mura] Studies, the University, Manchester, 13. 
N.B.—The number admitted to this course will be limited 
and early application is advised. 
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UNIVERSITY EXAMINATION 
POSTAL INSTITUTION 
17, RED LION SQUARE, LONDON, W.C.I 
Over 50 years’ experience 
POSTAL COACHING FOR ALL 
MEDICAL EXAMINATIONS 


MEDICAL PROSPECTUS (24 pages) 


sent gratis, along with List of Tutors, &o., 
17, Bed Lion Square, London, W.C.1. 


application to the Principal, 
(Telephone: HOLborn 6318). 
ROYAL SOCIETY OF MEDICINE. 


WILLIAM GIBSON RESEARC H SC ‘HOLARSHIP FOR MEDICAL WOMEN. 

This Scholarship of £220 p.a. for 2 years will be awarded in 
July, 1945, to a qualified medical woman (British subject) 
pte od ted by the Scholarship Committee. 

Applications should include schedule of proposed research, 
2 testimonials, and statement of professional training and 
appointments, and should reach the Secretary, Royal Society 
of Medicine, 1, Wimpole-street, London, W.1, by Ist June, 1945, 


HOSPITAL FOR CONSUMPTION AND DISEASES OF THE 
CHEST, Brompton, 8.W.3. Applications are invited from 
registered medical practitioners, Male and Female, including 
oa tably qualified R and W practitioners who now hold B2 posts, 
for the appointment of RESIDENT SURGICAL OFFICER (B1). 
Applicants must have held a resident hospital appointment, and 
R practitioners now holding Bl posts cannot be considered 
unless they have been rejected by the R.A.M.C, The appoint- 
ment is for 12 months, commence on Ist November. Sal 
at the rate of £150 p.a., with board and residence, and an addi- 
tional £25 p.a. for services in connexion with paying Patients. 

Applications also invited for the following appointments from 
registered medical practitioners, Male and Female, including 
Rand W practitioners who now hold A posts :— 

HOUSE PHYSICIAN (B2). The duties inclede ‘work in the Out- 
patient Department as well as in the wards, and the appointment 
is for 6 months, commencing on Ist November, with an 
honorarium of £50 and board and residence. 

HOUSE PHYSICIAN (B2) at the Sanatorium at big =f The 
appointment is for 6 months, commencing on 1st November, 
with an honorarium of £50 and board and residence 

Applications, stating age, qualifications with dates, nationality, 
and present post, and accompanied by copies of 1 or more 
recent testimonials, should reach the undersigned not later than 
Saturday, 9th September, 1944. 

Brompton. F. G. Rouvray, Secretary. 
THE ELIZABETH GARRETT ANDERSON HOSPITAL, Euston- 
road, N.W.1. are invited from registered medical 
prac titioners, Male or Femal e, for the appointment of PART-TIME 
REGISTRAR to the E.N.T. Department, at a salary of £100 p.a. 
Appointment to commence approximately 15th September. 

Applications for this appointment, with copies of 3 testi- 

monials, to be sent to the Secretary by Wednesday, 6th 
September. 
QUEEN ELIZABETH HOSPITAL FOR CHILDREN (Country 
In-patient Branch. 70 Beds.) Ashendene, Bayford, Herts. 
Applications are invited from registered medical practitioners, 
Male and Female, including R and W practitioners now holding 
A posts, for the appointment of RESIDENT MEDICAL OFFICER 
(B2), vacant Ist October, 1944. The appointment will be for 6 
months. Salary is at the rate of £200 p.a., With full residential 
emoluments. 

Application forms may be obtained from the undersigned, 
and should be returned, with copies of = pane than 3 testi- 
monials, on or before 16th September, 1 

Cuas. H. BESSELL, Secretary. 

Queen Elizabeth Hospital, Hackney-road, E.2 
QUEEN ELIZABETH HOSPITAL FOR CHILDREN, Hackney- 
road, E.2. Applications are invited from registered medical 
practitioners, Male and Female, for the appointment of HOUSE 
PHYSICIAN (A), vacant Ist October, 1944. Appointment will 
be for 6 months. Salary at the rate of £150 p.a., with full resid- 
entialemoluments. Practitioners within 3 months of qualifica- 
tion and liable under the National Service Acts may apply. 

Application form may be obtained from the undersigned, and 
should be returned, with copies of not more than 3 testimonials, 
on or before the 16th September, 1944. 

‘HAS. H. BESSELL, General Secretary. _ 

WEIR HOSPITAL, Weir-road, Balham, S.W.12. Applications 
= invited from registered medical 

intment of RESIDENT HOUSE SURGEON 7 

ary is at the rate of £200 p.a., wit. full 1 *eaidential 
emoluments. Rand W practitioners who now hold A posts may 
apply, when appointment will be limited to 6 months. 

Applications should be sent to the Honorary Secretary- 
Superintendent. 
THE SOUTH LONDON HOSPITAL FOR WOMEN, Clapham 
Common, 8.W.4. Applications are invited from registered medi- 
cal Female practitioners for the undermentioned appointment, 
vacant ist October: HOUSE PHYSICIAN (A). The appointment 
will be for a period of 6 months. Salary is at the rate of £100 p.a., 
with full residential emoluments. Practitioners within 3 months 
be —— ‘ation and liable under the National Service Acts may 
also apply. 

Applications, stating age, nationality, qualifications with 
dates, and accompanied by copies of 3 recent testimonials, 
should be sent to the Secretary at the hospital by Saturday, 
16th September, 1944. 
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MILLER GENERAL. HOSPITAL, Greenwich High-road, S.E.10. 
Applications are invited from registered medical practitioners. 
Male and Female, including practitioners within 3 months of 
qualification and liable under the National Service Acts, for the 
appointment of HOUSE SURGEON (A). Salary is at the rate of 
£120 p.a., plus share of Ministry of Health allowance, with 
full residential emoluments. Duties to commence as soon as 
possible. To Rand W practitioners the appointment will be for 
a period of 6 months. 
Applications, giving full particulars, together with copies of 

3 recent testimonials, to be sent as soon as possible to— 
« 18th August, 1944. R, EDWARDES, Secretary. 


MILLER GENERAL HOSPITAL, Greenwich High-road, S.E.10. 
Applications are invited from registered medica) practitioners, 
Male and Female, for the poe am appointment of FRACTURE 
OFFICER (B1) for Out-patient Fracture Clinic, vacant Ist Septem- 
ber, 1944. Duties will include work in the Rehabflitation 
Department. Preference will be given to candidates who have 
previous experience in dealing with fractures. Salary at 

the rate of £250 p.a., with the usual residential emoluments. 
Suitably qualified R and W practitioners holding B2 appoint- 
ments, also R practitioners now holding Bl and rejected by 
the R.A.M.C., may apply. 

Applications, gi full particulars, together with copies of 
3 recent testimonials, to be sent as soon as possible to— 

18th August, 1944. R. EDWARDES, Secretary. 


MILLER GENERAL HOSPITAL, Greenwich High-road, S.E.10. 
Applications are invited from registered medical practitioners 
for the appointment of RESIDENT SURGICAL OFFICER (B1), vacant 
ist November, 1944. Applicants should have held house 
appointments and had surgical experience. Preference w ill be 
given to candidates holding diploma of F.R.C.S. Salary is at 
the rate of £550 p.a. Subject to appointment by E.M.S. 
Suitably qualified R practitioners holding B2 appointments, 
also those now holding B1 and have been rejected by the 
R.A.M.C., may apply. 

Form of application can be obtained from— 

__24th August, 1944 R. EDWARDES, Secretary. 


WEST LONDON HOSPITAL, Hammersmith, W.6. Applications 
are invited from registered medical practitioners, including 
R and W practitioners who now hold A posts, for the appoint- 
ment of RESIDENT ANSTHETIST AND AURAL AND OPHTHALMIC 
HOUSE SURGEON (B2), vacant Ist October. -The appointment 
will be for a period of 6 months and may be terminated by 
1 month’s notice on either side. Salary according to experience, 
but not less than £100 a year, with the usual residential 
emoluments. 
Applications, with particulars of age, nationality, medical 
school, qualifications with dates, experience, and accompanied 
by copies of 3 testimonials, should —_ h me not later than 
14th September. H. MADGE, Secretary. 


WEST LONDON HOSPITAL, Pesaro W.6. House 
SURGEON (A) required at once. Applications for this post 
are invited from medical practitioners, Male and 
Female, including practitioners within 3 months of qualification 
and liable under the National Service Acts. The appointment 
will be for a period of 6 months. Salary is at the rate of £100 
p.a., with the usual residential emoluments. 

Applications, accompanied by copies of 3 recent testimonials 
and stating age, medical school, qualifications with dates, 
nationality, and experience, should _ sent immediately to— 

MaDGe, Secretary. 


THE LONDON HOMCOPATHIC HOSPITAL (Incorporated vid 
Royal Charter), Great Ormond-street and Queen-square, W.C.1 
Applications are invited from registered medical practitioners 
(Male and Female) for the eppeln ment of HOUSE SURGEON (A), 
vacant 18th September, 1944. The appointment will be for a 
period of 6 months. Salary is at the rate of £180 p.a., with 
full residential emoluments. Selected candidates will 
required to attend a meeting of the Medical Committee for 
interview. Practitioners within 3 months of qualification and 
liable under the National Service Acts may apply. 

Applications to: L. J. KNOWLES, Secretary. . 
KING’S COLLEGE, Strand, London, W.C.2. (University of 
LONDON.) King’s College, London, will require in October 
next the services of a part-time LECTURER IN ANATOMY (3 
afternoons a week). Salary £150. 

Application should be made tothe Secretary, King’s College, 

Strand, W.C.2, on or before 13th September, 1944 
ROYAL CANCER HOSPITAL (Free), Fulham-road, 
LONDON, 8.W.3. Applications are invited for the post of 
JUNIOR ASSISTANT RADIOTHERAPIST (B2). Salary according to 
experience but will not be less than £450 p.a. Applicants 
must be registered medical practitioners who hold a diploma 
in Medical Radiology. The appointment will be for a period 
of 12 months and subject to renewal, but to R and W prac- 
titioners holding A posts who may apply appointment will be 
limited to 6 months. : 

Applications to be made on a form which will be supplied 
by the Secretary, together with copies of 3 recent testimonials, 
which should be sent to the Secretary by Monday the 11th 


| September. 


TILBURY HOSPITAL, Tilbury, Essex. Applications are invited 
from registered Male practitioners for the appointment of 
RESIDENT HOUSE SURGEON AND CASUALTY OFFICER (B1), vacant 
on or before 11th September. Applicants should have held 
appointments and had surgical experience. Salary is at the 
rate of £350 p.a., with full residential emoluments. Suitably 
qualified R practitioners oe B2 appointments, also those 
holding B1 and rejected by the R.A.M.C., may apply. 
Applications, stating age, qualifications with dates, experience, 
and details of previous appointments, with copies of 3 recent 
testimonials, should be sent to the undersigned immediately. 
F. A. Lyon, Administrator and Secretary. 
Seamen’s Hospital Society. Greenwich, 8.E.10. 
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HIS MAJESTY’S COLONIAL SERVICE 
THE COLONIAL MEDICAL SERVICE 


VACANCIES FOR MEDICAL OFFICERS 


The maintenance of an efficient Colonial Medical Service constitutes a vital part of the national war effort and it is most 
important that the Service should be assured of an adequate supply of doctors. 


Secretary of State for the Colonies therefore — ®pP 


The 
in the United Kingdom who are British subjects and who are un 


lications from doctors possessing a medical qualification registrable 
er thirty-five years of age. 


Medical Officers are appointed in the first instance for general service. 


But there are ample opportunities for work in specia] 


branches of medicine and surgery, in public health and in medical research. 


The normal salary scale is from £600 to between £1,000 and £1,120. 


Promotion is made on merit and which carry higher salaries. 


There are large numbers of super-scale posts to which 


Government quarters, in many cases free of rent, and first-class passages to and from the Colonies are provided, and an adequate 


pension scheme is in force. 


Selected candidates are normally required to attend a course of instruction in Tropical Medicine and Hygiene either before 


Proceeding overseas or during their first period of leave. 


Further particulars, including the regulations govern’ 
Director of Recruitment (Colonial Service), 2, Park-street, 


admission to the Colonial Medical Service, may be obtained from the 
ndon, W.1. 


MIDDLESEX COUNTY COUNCIL. Visiting Radiologist required 
at Central Middlesex County Hospital, Park Royal, N.W.10, for 
3 sessions weekly of approximately 3 hours each. Fee £3 3s. 
per session. Further particulars obtainable from Medical 
Director. Appointment, in first instance, is for period of emer- 
gency only. 

Applications, stating age, nationality, qualifications, present 
post and previous experience, and enclosing copies of not more 
than 3 recent testimonials, to be made to the undersigned. 
guar ae not prov ided. Closing date 9th September, 
1944 . RADCLIFFE, “ B3,’’ Clerk of the County Council. 

Middlesex Guildbeli Ww estminster, 8.W.1 
MIDDLESEX COUNTY COUNCIL. Assistant Pathologist (non- 
resident) required by West Middlesex County Hospital, Isle- 
worth, Middlesex. Applications invited from registered medical 
practitioners with special knowledge and experience in hema- 
tology, biochemistry, and bacteriology. Commencing salary 
£650 p.a.; annual increments of £25 up to £800 p.a. considered. 
Additional cost-of- living bonus (now £50 p.a.). No other 
emoluments. Whole-time duties, such as County Council may 
require, under general supervision of Medical Director. Appoint- 
— unestablished, with possibility of becoming established 
ate 

Applications, stating age, nationality, qualifications, present 
post and previous experience, and enclosing copies of not more 
than 3 recent testimonials, to be made to the undersigned. 
Application forms not provided, Closing date 9th September, 
1944. C.W. RADCLIFFE, “ B3,’’ Clerk County Council. 

Middlesex Guildhall, W estminster, S.W, 


MIDDLESEX COUNTY COUNCIL. 3 ew Assistant Medical 
OFFICER (B1) required by Harefield County Hospital, Harefield, 


Middlesex. Applications invited from istered medical prac- 
titioners who have held house appointments (inclu R and W 
practitioners holdi B2 posts). Experience in chest work 


een R and W practitioners ineligible unless Sajected by 
A.M.C. Salary £400 by £25 to £475 p.a., plus cost-of-living 
bonus (now 19s. per week, less deduction for residential emolu- 
ments). Board, ledging, and laundry. Whole-time duties. 
such as Council may require, under supervision of Medi cal 
Director. Appointment is for 4 years only, subject to medical 
examination and 1 month’s notice. Post vacant now. 
Applications, stating age, nationality, qualifications, present 
post and previous experience, and enclosing copies of not more 
than 3 recent testimonials, to be made to the undersigned. 
a ae not provided. Closing date 9th September, 
19 . RADCLIFFE, “* B3,’’ Clerk of the County Council. 
Middlesex. Guildhall Ww estminster, S.W.1. 


MIDDLESEX COUNTY COUNCIL. Resident Assistant Medical 
OFFICER (Anesthetist, B1) required by North Middlesex County 
Hospital, Edmonton, N.18. Applications invited from registered 
medical practitioners (including R and W practitioners holding 
B2 posts) who have held resident gee in general hos- 
pitals and had special experience in administering anesthetics. 
Preference given to candidates with Diploma in Anesthetics. 
R +8 W practitioners holding B1 posts ineligible unless rejected 
by R.A.M.C. Salary £400 by £25 to £475 p.a., plus cost-of-living 
bonus (now 19s. per week, less “deduction for residential emolu- 
ments). Board, lodging, and laundry. Whole-time duties, such 
as Council may require, under general supervision of Medical 
Director, will consist ‘mainly in administering anesthetics. 
Appointment is for 4 years only, subject to medical examination 
and 1 month’s notice. Post vacant immediately. 

Applications, stating age, nationality, qualifications, present 
post and previous experience, and enclosing copies of not more 
than 3 recent testimonials, to be made to the undersigned. 
Application forms not provided. Closing date 9th September, 

944 C. W. RADCLIFFE, “‘ B3,”’ Clerk of the County Council. 

Middlesex G iuildhall, Westminster, S.W.1. 

WEMBLEY HOSPITAL, Middlesex. (118 Beds.) Applications are 
invited from registered medical practitioners for the appoint- 
ment of RESIDENT SURGICAL OFFICER (B1), vacant immediately. 
Applicants should have held house appointments and had 
surgical experience. Preference will be given to candidates 
holding diploma of F.R.C.S. Salary between £450 and £550. 
Suitably qualified R and W practitioners holding B2 appoint- 
ments, also R practitioners now holding Bl and have been 
rejected by the R.A.M.C., may apply. 

Applications should reac h the unde comes as soon as possible. 

28th August, 1944. P. E. WINDO, Secretary. 


MIDDLESEX COUNTY COUNCIL. 2 Assistant Medical Officers 
(B1), resident, required at West Middlesex County Hospital 
Isleworth, Middlesex, (a) for surgical duties (Men only); (6) for 
medical duties (Men or Women). Applications invited from 
registered medical practitioners, including R practitioners (or 
R and W practitioners for (b)) who now hold B2 posts. R and 
W practitioners holding B1 posts ineligible unless rejected by 
R.A.M.C. Salary £400 by £25 to £475 p.a., plus cost-of-living 
bonus. Board, lodging, and laundry. Whole-time duties, 
such as Council may require, under supervision of Medical 
Director. Appointment is for 4 years only, subject to medical 
examination and 1 month’s notice. Post now vacant. 
Applications, stating age, nationality, qualifications, present 
post, and previous experience, enclosing copies of not more than 
3 recent testimonials, to the undersigned. Application forms 
not provided. Closing date 16th September, 1944. 
W. RapcuirFFrE, * B3,” Clerk of the County Council. 
Middlesex Guildhall, Westminster, S.W 
* Men only ” is necessitated by lack of resident accommoda- 
ro for women.) 


HOUNSLOW HOSPITAL, Staines-road, H 
Applications are invited for the post of HOUSE PHYSICIAN AND 
CASUALTY OFFICER (A). Duties to commence 18th September. 
Salary £150, with full residential emoluments. Practitioners 
within 3 months of qualification and liable under the National 
Service Acts may apply, when appointment will be for a period 
of 6 months. 
Applications should be addressed as soon as possible to— 
E. H. Hurst, Secretary. 
CUMBERLAND INFIRMARY, Carlisle. (367 Beds.) Applications 
are invited from registered medical ~ pone for the following 
posts vacant from Ist October ne 
1 HOUSE SURGEON Re and W practitioners who 
now hold A posts. 
1 HOUSE SURGEON (A), including practitioners within 3 months 
= qualification and liable under the National Service 


Middl 


Acts. 
Appointments will be for a period ef 6 months. Salary is at 
the rate of £160 p.a., with board, &c. 

Applications should be sent ta the Secretary -Superintendent 
immediately. 

_Carlisle, 9th August, 1944. 


THE STOCKPORT INFIRMARY. (159 Beds.) Applications are 
invited from registered medical practitioners for the appoint- 
ment of ASSISTANT RESIDENT SURGICAL OFFICER (Bl), vacant 
ist September. Applicants should have held house appoint- 
ments and had surgical experience. Salary is at the rate of 
£175 p.a., with full residential emoluments. Suitably qualified 
R practitioners holding B2 appointments, and those now holding 
Bl and rejected by the R. ry .C., may apply. 

Applications, stating age, nationality qualifications, and 
experience, with copies of 3 recent testimonials, to be sent 
forthwith to— 

H. G. Price, Secretary-Superintendent. 


WREXHAM AND EAST DENBIGHSHIRE WAR MEMORIAL 
HOSPITAL, WREXHAM. Applications are invited from registered 
medical practitioners, Male and Female, for the following 
6 months’ appointments :— 

RESIDENT HOUSE SURGEON (B2), to commence lst October, 
1944. Salary is at the rate of £250 p.a., with full residential 
emoluments. R and W practitioners holding A posts may apply. 

2 RESIDENT HOUSE SURGEONS (A), to commence immediately. 
Salary at the rate of £200 p.a., with full residential emoluments. 
Practitioners within 8 months of qualification and liable under 
the National Service Acts may apply. 

Applications, stating age, nationality, 
accompanied by copies of testimonials, to- 

LESLIE SPENCER, Secretary. 
HALIFAX GENERAL HOSPITAL. (Ai—400 Beds.) Applications 
are invited from registered medical practitioners, Male or 
Female, for the appointment of RESIDENT MEDICAL OFFICER (B2) 
at a salary of £200 p.a., together with the usual residential 
allowances. R and W practitioners who now hold A posts may 
apply, when the appointment will be limited to 6 months; 
otherwise may be renewed for a further period of 6 months. 

Applications, stating age, qualifications with dates, and 
nationality, and accompanied by copies of 3 recent testimonials, 
should be sent to the Medical Superintendent. 
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COUNTY BOROUGH OF MIDDLESBROUGH. Middles- 
BROUGH GENERAL HOSPITAL. Applications are invited from 
registered medical practitioners for the appointment of ASSISTANT 
RESIDENT MEDICAL OFFICER (B2). The salary is at the rate of 
£270 p.a., together with full residential emoluments. In 
addition to hospital duties the successful candidate may be 
required to undertake relief or holiday duties for other whole- 
time members of the Corporation Medical Staff. The General 
Hospital contains 353 beds, and is a training school for nurses. 
The appointment is subject to the rules and regulations of the 
Middlesbrough Corporation, and the successful candidate will 
be required to pass satisfactorily a medical examination. R 
practitioners who now hold A. posts may apply, when the 
appointment will be limited to months ; otherwise will be 
for a period of 12 months, 

Applications, stating age, qualifications, nationality, and 
partle ulars of present appointment and experience, ac companied 

»y copies of 3 recent testimonials, fo be sent to the Medical 
Officer of Health, Municipal Buildings, Middlesbrough, not later 
than Tuesday, 5th September, 1944. 

PRESTON KITCHEN, Town Clerk. 

Municipal Buildings, Middlesbrough, 19th August, 1944. 
WALSALL GENERAL HOSPITAL. (18! Beds.) Applications are 
invited from registered medical practitioners, Male and Female, 
for the appointment of CASUALTY OFFICER AND ORTHOPEDIC 
HOUSE SURGEON (B2). Salary is at the rate of £200 a year, with 
full residential emoluments. R and W practitioners who now 
hold A posts may apply, when the appointment will be limited 
to 6 months. 3 

Applications, stating age, qualifications with dates, and 
nationality, and accompanied by copies of 3 recent testimonials, 
should be forwarded immediately to — 

22nd August, 1944. N. M. AULT, Acting Secretary. 


LEEDS PUBLIC DISPENSARY AND HOSPITAL. Applications 
are invited from registered medical practitioners for the appoint- 
ment of HOUSE PHYSICIAN (A), to include casualty duties. 
Appointment for 6 months. Salary at the rate of £150 p.a., 
with board, residence, and laundry. Practitioners within 
3 months of qualification and liable under the National Service 
Acts may also apply. 

Applications, stating age, qualifications, and nationality, and 
accompanied by copies of 3 recent testimonials, to be addressed 
to: CHARLES F. J. Maury, See retary and Superintendent. 


WEST RIDING COUNTY COUNCIL. Applications are invited 
from qualified women for 2 appointments of ASSISTANT SUPER- 
VISORS OF SCHOOL MEALS. The duties will be mainly connected 
with the provision of meals at School Canteens and other educa- 
tional institutions, and the persons appointed will be required 
to advise on questions of diet, staffing, equipment, and general 
organisation. Candidates should have experience in large-scale 
catering and expert knowledge of dietetics. An appropriate 
degree and experience of administration and organisation will 
be a recommendation. Salary £300-£15-£400. The posts are 
pensionable. 

This advertisement is issued with the approval of the Ministry 
of Labour and National Service, and is not subject to any age 
restrictions. 

Application forms, with further particulars and conditions of 
appointment, to be obtained from the Education Officer, County 
a Wakefield. Last date for applications, 22nd September, 
EXMINSTER HOSPITAL, Devon. Applications are invited from 
registered medical practitioners, Male and Female, for the 
following appointment. It is desirable that candidates should 
be interested in Orthopedic work, as Exminster Hospital is a 
ae gmt A Hospital and has 220 fracture and orthopedic 

eds :— 

RESIDENT HOUSE SURGEON (B2). The salary is at the rate of 
£200 p.a., with full residential emoluments. R and W = practi- 
tioners who now hold A posts may apply, when appointment 
a be limited to 6 months, otherwise can be for a period of 

year. 

Applications, stating age, qualifications with dates, and 
nationality, and accompanied by copies of 3 recent testimonials, 
should be sent as soon as possible to the Medical Superintendent, 
Exminster Hospital, Exminster, near Exeter, Devon. 


BOTLEYS PARK COLONY, Chertsey, Surrey. Applications are 
invited by the Surrey County Council from registered medical 
practitioners of either sex for the post of TEMPORARY JUNIOR 
ASSISTANT MEDICAL OFFICER (Bl). Salary £450—£€25-£550 
plus £50 if in possession of a degree or diploma of Psy chological 
Medicine, with full residential emoluments. The commencing 
salary will be at a point within the scale according to quali- 
fications and experience. R and W practitioners holding B2 
appointments, also R practitioners holding Bl and having been 
rejected for service with H.M. Forces, may also apply. 
Applications to the Medical Superintendent 


RUNWELL EMERGENCY HOSPITAL, near Wickford, Essex. 
(230 Beds.) Applications are invited from registered medical 
practitioners, Male and Female, for the post of HOUSE SUR- 
GEON (A). Salary £200 p.a., with full residential emoluments. 
Practitioners within 3 months of qualification and liable under 
the National Service Acts may apply, when appointment will 
be for a period of 6 months ; otherwise not exe eeding 1 year. 

Applications with full particulars to the Medical Superin- 
tendent as soon as possible. 


ROYAL UNITED HOSPITAL, Bath. Applications are invited 
from registered medical practitioners for the appointments of 
HOUSE PHYSICIAN (A) and HOUSE SURGEON (A), Salary for each 
post £150 p.a., with board, residence, and laundry. Practi- 
tioners within 3 months of qualification and liable under the 
National Service Acts may apply, when appointments will be 
for a period of 6 months. 

Applications at once to 

J. LAWRENCE MEARS, Secretary-Superintendent. 
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THE WEST RIDING OF YORKSHIRE MENTAL HOSPITALS 
BOARD. STORTHES HALL MENTAL HOSPITAL, near HUDDERSFIELD. 
Applications are invited for the appointment of a LOCUM TENENS 
MEDICAL OFFICER (Bl) in the Board’s service at the above 
Mental Hospital. Salary £7 7s. per week, plus board, apart- 
ments, and laundry, together with appropriate war bonus at 
present 9s. 6d. per week. A candidate holding the Diploma in 
Psychological Medicine or other equivalent qualification will 
receive an additional £50 p.a. The appointment is for the 
duration of the war and may. at the discretion of the Committee. 
be continued after the war. It will be an advantage if candidates 
have had at least 1 year’s experience in general medicine after 
qualification. 

Applications to be forwarded to the Medical Superintendent, 
Storthes Hall Mental Hospital, Kirkburton, near Huddersfield. 

G. L. BANNER, Clerk of the Board. 

_ Board Offices, Wakefield, August, 1944. 

ADDENBROOKE’S HOSPITAL, Cambridge. Applications are 
invited from registered medical practitioners, Male and Female, 
for the appointment of HOUSE SURGEON (B2) to the Ear, Nose. 
and Throat Department (45 Beds), vacant towards the end of 
September. The salary is at the rate of £200 p.a., with full 
residential emoluments. R and W practitioners who now hold 
A posts may apply, when the appointment will be limited to 
6 months, the normal period of appointment. 

Applications, together with copies of 3 recent testimonials, 
should ry sent not later than Wednesday, 13th September, 1944, 
to: J. A. BEARDSALL, Secretary -Superintendent. 
MANCHESTER ROYAL INFIRMARY. Applications are invited 
from registered medical practitioners for the appointment of a 
full-time MEDICAL NEUROLOGICAL CHIEF ASSISTANT (B1), non- 
resident, vacant Ist October. Applicants must have held house 
appointments and had neurologic al experience. Preference will 
be given to candidates holding higher qualifications. Salary at 
the rate of £150 p.a. Suitably qualified R and W practitioners 
holding B2 posts, also R practitioners now holding Bl and 
rejected by the R.A.M.C., may apply. 

Applications, stating age, nationality, qualifications with 
dates, experience and details of previous appointments, and 


_ accompanied by copies of 3 recent testimonials, should be 


forwarded to the undersigned not ater than 16th September, 
1944. By Order, F. J. CABLE, 

24th August, 1944. General Superintendent and Secretary. 
HARLOW WOOD ORTHOPADIC HOSPITAL, near Mansfield, 
noTts. (405 Beds, E.M.S. and Civilian, inc luding Rehabilitation 
Unit.) Regional Orthopiedic Centre. Applications are invited 
from registered medical practitioners, including R and W prac- 
titioners who now hold A posts, for the appointment of RESIDENT 
HOUSE SURGEON (B2). Appointment will be for a period of 
6 months at the rate of £200 p.a., with full residential emolu- 
ments. DD. ROBERTs, Secretary -Superintendent. 
ROYAL LIVERPOOL BABIES’ HOSPITAL. Required, Resident 
MEDICAL OFFICER (A) for the above Hospital. Salary at the 
rate of £125 p.a., with full residential emoluments. R practi- 
tioners within 3 months of qualification may apply. when 
appointment will be for a agree of 6 months. Appointment 
commencing 17th September, 1944 

Applications, with copies of testimonials, to " sent to the 
Honorary Secretary, 9. Copperas-hill, Liverpool, 
BROOKWOOD MENTAL HOSPITAL, Knaphill, Woking, Surrey. 
Applications are invited from medical practitioners, including 
R practitioners holding B2 posts, for the post of TEMPORARY 
ASSISTANT MEDICAL OFFICER (B11). Salary £450, rising to £550 
p.a., with full residential emoluments. R _ practitioners now 
holding B1 posts and have been rejected by the R.A.M.C. may 
also apply. 

Applications in writing, accompanied by 3 recent testimonials, 
should be sent immediately to the Medical Superintendent. 

23rd August, 1944. 

CITY OF PORTSMOUTH. Saint Mary’s Hospital. (1200 Beds.) 
Applications are invited from Male registered practitioners for 
the appointment of JUNIOR RESIDENT MEDICAL OFFICER (A). 
The salary is at the rate of £250 p.a., with residential emoluments 
valued at £150 p.a., and a temporary cost-of-living bonus at 
present payable at the rate of 9s. 6d. per week. Practitioners 
within 3 months of qualification and liable under the National 
Service Acts may apply, when the appointment will be for a 
period of 6 months; otherwise for a period of 12 months. 

Application forms may be Obtained from, and must be 
returned to, the Medical Officer of Health, Northern Secondary 
School, Mayfield-road, Portsmouth. FREDERICK SPARKS, 

Municipal Offices, Royal Beach wit Town Clerk. 

Southsea, 22nd August, 1944 
VICTORIA HOSRITAL, Accri licati are invited 
from medical practitioners (Male) ton “the appointment of 
HOUSE SURGEON (B2). The salary is at the rate of £200 p.a., 
with full residential emoluments. R_ practitioners who now 
hold A posts may apply, when the appointment will be limited 
to 6 months. 

Apply, with copies of 2 testimonials, to Hon. Secretary. 
CITY OF PLYMOUTH. Medical Officer of Health’s Department. 
Applications are invited for the appointment of PART-TIME 
CONSULTANT OBSTETRICIAN AND GYNASCOLOGIST to the City 
(General) Hospital and PART-TIME CONSULTANT FOR DOMICILIARY 
MIDWIFERY. The successful applicant will also undertake the 
medical lectures to pupil midwives. Preference will be given to 
an applicant holding the M.R.C.O.G. or F.R.C.S. The consent 
of the Minister of Health has been obtained to the making of 
this appointment. Remuneration will be by annual salary of 
£200 for the City Hospital in-patient maternity and gynieco- 
logical work, and by sessional or case basis fee for other work. 

Particulars and conditions of appointment may be obtained 
on application. Applications, accompanied by copies of 2 recent 
testimonials, must be sent as soon as possible to-— 

T. Petrson, Medical Officer of Health. 

Seven Trees, Lipsou-road, Plymouth. 
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DERBYSHIRE ROYAL INFIRMARY, Derby. (Grade IA Hospital.) 
(531 Beds, including 115 E.M.S.) Applications are invited 
from registered medical practitioners holding the Diploma of 

‘.R.C.S. for the appointment of full-time RESIDENT SURGICAL 
OFFICER. Preference will be given to candidates with con- 
siderable hospital experiepce, and the officer appointed will 
undertake certain administrative duties in addition to his 
surgical work. In the event of a candidate being married, 
arrangements could be made for residence near the Hospital. 
Salary, if resident, £800 p.a.; non-resident, £1000 p.a. 

Apply for further partic ulars, stating age and experience, to— 

RTHUR TAYLOR, Superintendent and = retary. 


ROYAL aan SUSSEX HOSPITAL, Chichest licati 
are invited from registered medical practitioners for bog appoint- 
ment of CASUALTY OFFICER AND HOUSE SURGEON (A). Appoint- 
ment is tk 6 months from 10th August, 1944, and includes 
general radio- therapy and physio- 
therapy oa £120 p.a., with full residential emolu- 
ments. Practitioners * within 3 months of qualification ana liable 
under the National Service Acts may apply. 

Applications, stating age, qualifications with dates, and 
nationality, supported by copies of 3 recent testimonials, should 
be sent to the House Governor and Secretary. 


ROTHERHAM HOSPITAL (General Voluntary Hospital 
—140 Beds.) CASUALTY OFFICER AND ORTHOPEDIC HOUSE 
now vacant. Salary £250 to £300 p.a., 

experience, with full residential emoluments. 
Applications are invited from registered medical oo a 
7 ding R and W practitioners who now hold A pos 

Ror W practitioners the appointment will be limited to tt months, 

Applications should be sent at once to—T. H. FLETCHER, 
Secretary-Superintendent. 


BRADFORD ROYAL INFIRMARY. Applications are invited from 
registered medical practitioners (Male, single) for the appoint- 
ment of HOUSE SURGEON (B2), vacant Ist October. 6 months’ 
appointment. Salary £150 p.a., with full residential emolu- 
ments. There are 372 Beds and 8 resident officers. R practi- 
tioners who now hold A posts may also apply. 

Applications, stating age, nationality, qualifications, and 
with copies of 3 recent testimonials, should 

e sent immediately to— 

. TRUSSON, House Governor and Secretary. 


BRADFORD ROY ROYAL INFIRMARY. Applications are invited from 
registered medical practitioners (Male, single) for the appoint- 
ment of HOUSE SURGEON (A), vacant Ist October. 6 months’ 
appointment. Salary £150 p.a., with full residential emolu- 
ments. There are 372 Beds and 8 resident officers. ac 
titioners within 3 months of qualification and liable under the 
National Service Acts may apply. 

Applications, stating age, nationality, qualifications, and 
ee experience, with copies of 3 recent testimonials, should 

sent immediately to— 
H. Trusson, House Governor and Secretary. 

THE PRINCE OF WALES’S HOSPITAL, Greenbank-road, 
PLYMOUTH. Applications are invited from registered medical 
practitioners, Male and Female, for the appointment‘ of HOUSE 
PHYSICIAN (B2), vacant ist September. The salary is at the 
rate of £200 a with full residential emoluments. R and W 
practitioners holding A posts may also apply, when appoint- 
ment will be limited to 6 months. 

Applications, stating age, qualifications with dates, nationality, 
and present post, and accompanied by copies of 3 recent testi- 
monials, should be sent to the undersigned forthwith 

ARTHUR R. CasH, General Superintendent. 
THE PRINCE OF WALES’S HOSPITAL, Ply h. Applicati 
are invited from registered medical prac Pot ert for the : appoint- 
ment of HOUSE SURGEON to Special Departments and CASUALTY 
OFFICER (A) for duty at the Greenbank Road Section, vacant 
forthwith. Salary is at the rate of £175 p.a., with full resi- 
dential emoluments. Practitioners within 3 months of quali- 
fication and liable under the National Service Acts may apply, 
when appointment will be for a period of 6 months. 

ARTHUR R. CasH, General Superintendent. 

Head Office : Greenbank-road, Plymouth. 

THE PRINCE OF WALES’S HOSPITAL, Plymouth. Applications 
are invited from registered medical prac ‘titioners for the appoint- 
ment of RESIDENT SURGICAL OFFICER (B1), vacant 29th Septem- 
ber. Salary is at the rate of £312 p.a. Applicants should have 
held house appointments and had surgical experience. Prefer- 
ence will be given to candidates holding diploma of F.R.C.S 
Suitably qualified R and W practitioners holding B2 appoint - 
ments, also R practitioners now holding Bl and have been 
rejected by the R.A.M.C., may apply. 
ARTHUR R. CasH, General Superintendent. 

24th August, 1944. 

HORTON GENERAL HOSPITAL, Banbury. (276 Beds with E.M.S.) 
Applications are invited from registered medical practitioners 
(Male or Female) for the following appointments :— 

RESIDENT MEDICAL OFFICER (B2), including R and W spracti- 
tioners who now hold A posts. £180 p.a. 

RESIDENT HOUSE SURGEON (A), including practitioners within 
3 months of qualification and liable under the National Service 
Acts. £150 p.a. 

Full residential emoluments. 

Applications to— 

_RIcHARD H. PRESCOTT, Secretary and House Governor. 
DONCASTER ROYAL INFIRMARY. Applications are invited 
from registered medical practitioners (Male) for an ORTHOPEDIC 
HOUSE SURGEON (B2). The appointment will be for 6 months. 
Salary £175 p.a., with full residential emoluments. This large 
industrial area offers excellent opportunities for gaining experi- 
ence. R practitioners holding A posts may also apply. 

Applications, accompanied by not more than 3 testimonials, 
to be sent immediately to— 

R. LANCASTER, Secretary-Superintendent. 


CITY OF BIRMINGHAM. /Yardiey Green Road Sanatorium. 
(335 Beds.) Applications are invited from registered Male 
medical practitioners for the appointment of TEMPORARY 
ASSISTANT RESIDENT MEDICAL OFFICER (B1). In addition to his 
duties at the Sanatorium, the successful candidate will be 
required to undertake duties at the Anti-Tuberculosis Centre. 
Candidates should have held a resident hospital appointment 
and an appointment in some institution recognised for the treat- 
ment of tuberculosis. The commencing salary will be at the 
rate of £450 p.a., rising by £25 to £600 p.a., plus emoluments. 
Suitably qualified R practitioners holding B appointments, 
also those now holding Bl and have been rejected by the 
R.A.M.C., may apply. 

Applications, stating age, qualifications with dates, experience 
and nationality, together with copies of 3 recent testimonials, 
should be addressed to the Chief Clinical Tuberculosis Officer, 
151, Great Charles-street, Birmingham, 3, not later than 
15th September, 1944 


CITY OF BIRMINGHAM. Little Bromwich Infectious Disease 
HOSPITAL. (750 Beds.) Applications are invited from registered 
medical practitioners, Male and Female, for appointment as 
JUNIOR MEDICAL OFFICER (A). The salary is at the rate of 
£300 p.a., plus emoluments. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
apply, when appointment will be for a period of 6 months ; 
otherwise for 1 year. 

Applications, stating age, nationality, experience, and accom- 
panied by copies of 3 recent testimonials, should be sent to the 
Medical Officer of Health, Public Health Department, Congreve- 
street, Birmingham, 3, not later than the 15th September, 1944. 


ROCHDALE INFIRMARY, Lancs. (110 Beds.) The Board of 
Management invite applications from registered medical practi- 
tioners for the appointment of HOUSE PHYSICIAN (A). Duties 
include work in the Ophthalmic, Aural, and Gynecological 
Departments as well as Medical Clinic. Salary £150, with full 
residential emoluments. The successful candidate must be a 
member of a Medical Defence Society. Practitioners within 
3 months of qualification and liable under the National Service 
Acts may apply, when appointment will be for a period of 
6 months. 

Applications to: W. WYNNE, Superintendent and Secretary. 
ROCHDALE INFIRMARY, Lancs. (110 Beds.) The Board of 
Management invites applications from registered medical prac- 
titioners for the appointment of SECOND HOUSE SURGEON (A). 
Salary £150, with full residential emoluments. The successful 
candidate must be a member of a Medical Defence Society. 
Practitioners within 3 months of qualification apd liable under 
the National Service Acts may apply, when appointment will 
be for a period of 6 months. 

Applications to: W. WYNNE, Superintendent and Secretary. 
NORTHUMBERLAND COUNTY COUNCIL. Hexham Emer- 
GENCY HOSPITAL. (Regional Orthopedic Centre—640 Beds.) 
FOUSE SURGEONS (A). Applications for the above posts are 
invited from registered medical practitioners, Male or Female. 
Salary is at the rate of £120 p.a., with full residential emoluments. 
The Hospital offers excellent training and experience in ortho- 
pedie surgery. Practitioners within 3 months of qualification 
and liable under the National Service Acts may apply, when 
appointment will be for a period of 6 months; otherwire for a 
period of 1 year 

Applications should be sent immediately to- 

TILLEY, County Medical Officer. 

County Hall, Newcastle- -upon- Tyne, as 
NOBLE’S ISLE OF MAN HOSPITAL, Douglas, Isie of Man. 
(137 Beds.) Applications are invited from Male or Female 
registered medical practitioners for the appointment of SECOND 
HOUSE SURGEON (A). Salary is at the rate of £175 p.a., with 
full residential emoluments. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
apply, when appointment will be for a period of 6 months ; 
otherwise for a period of 12 months. 

Applications, with copies of 2 recent testimonials, should 
reach the undersigned as soon as ‘possible. 
Douglas, 26th August, 1944. E. K. Key, Secretary. 
ROYAL SOUTH HANTS AND SOUTHAMPTON HOSPITAL. 
(255 Beds.) Applications are invited from registered medical 
prac titioners, Male and Female, including yee within 
3 months of qualification and liable under the National Service 
Acts, for the appointment of CASUALTY OFFICER (A). The 
appointment will be for a period of 6 months. Salary is at the 

rate of £175 p.a., with full residential emoliwtments. 

Applications, stating age, qualific ations with dates, nationality, 
and present post, and accompanied by copies of 3 recent testi- 
monials, should be sent immediately to- 

EDWARD L. WIRGMAN, House Governor and Secretary. 
propose to 
appoint shortly a CONSULTING PHYSICIAN (temporary war-time 
appointment) at a commencing salary of £1000 p.a., plus a war 
increase of £50 p.a. The post which permits of limite. d private 
consulting practice—is open to registered medical prac titioners 
possessing a higher degree in medicine, and experience in bio- 
chemistry and laboratory technique is desirable. Closing date 

for applications 30th September, 1944. 

THOMAS, Secretary-Accountant. 

Llanelly and District Medical Service, 28, Coleshill-terrace, 

slanelly, Carm. 
THE LUTON CHILDREN’S HOSPITAL, London-road, Luton. 
Applications are invited from registered medical practitioners. 
Male and Female, for the appointment of RESIDENT HOUSE 
SURGEON (B2), vacant 2nd October. The salary is at the rate 
of £200 p.a., with full residential emoluments. R_ practitioners 
who now hold A posts may apply, when the appointment will 
be limited to 6 months ; otherwise may be renewed for a period 
of a further 6 months. 

Applications to be received not later than 15th September. 
1944. BART MILNER, House Governor. 
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DERBYSHIRE‘EDUCATION COMMITTEE. Temporary Assistant 
SCHOOL MEDICAL OFFICER (Male or Female). Applications are 
invited for the above appointment at a salary of £600 p.a., 
rising by annual increments of £25 to £700, plus a war bonus, 
with a travelling allowance in accordance with the County 
scale, which at present is as follows: cars of 8 h.p. and under, 
£70 p.a., plus 2d. per mile; cars of 9 h.p. and over, £75 p.a., 
plus 23d. per mile. Candidates must be registered medical 
practitioners of at least 3 years’ standing. The duties will 
include work under the maternity and child welfare service, and 
experience in this work and in mental deficiency is desirable. 
The appointment is subject to the provisions of the Local 
Government Superannuation Act, 1937, and the successful 
candidate will be required to pass a medical examination. The 
officer appointed will not be allowed to engage in private or 
consulting practice, but will be required to devote his (or her) 
whole time to the duties of the office and will act under the 
direction of the County School Medical Officer. The appoint- 
ment will be terminable by 3 months’ notice on either side. 

Application forms may be obtained from, and should be 
returned to, the County School Medical Officer, County Offices, 
St. Mary’s Gate, Derby, on or before 16th September, 1944. 
EAST SUSSEX COUNTY COUNCIL, Southiands Hospital, 
SHOREHAM-BY-SEA. Applications are invited from fully quali- 
fied Male or Female registered medical practitioners (unmarried) 
for the post of TEMPORARY RESIDENT ASSISTANT MEDICAL 
OFFICER (B1) at Southlands Hospital, Shoreham-by-Sea, near 
Brighton. Salary £400 p.a., with emoluments valued at £90 p.a. 
Candidates must have had previous hospital experience. The 
hospital (519 beds) is a general hospital, under the administra- 
tion of the East Sussex County Council and graded 1A in the 
Emergency Medical Service Scheme. The duties of the post will 
be mainly concerned with surgical cases, the administration of 
anesthetics, and receiving-ward duties. The post is likely to 
become vacant early in October. Suitably qualified R and W 
tree holding B2 appointments, also R practitioners now 

olding B1 and rejected by the R.A.M.C., may apply. 

Applications should be made on a form pe Mme vd from the 
County Medical Officer of Health, County Hall, Lewes, and must 
be returned to him by 16th September, 1944, together with 
copies of three recent testimonials. 

H. S. MARTIN, Clerk of the County Council. 

County Hall, Lewes, 21st August, 1944. 

CITY OF MANCHESTER. Monsall Hospital for Infecti Di 

(600 Beds.) Applications are invited from registered medical 
practitioners, Male or Female, for the appointment of JUNIOR 
RESIDENT ASSISTANT MEDICAL OFFICER (A), vacant at end of 
September, 1944. The duties of the post are mainly medical. 
The basic salary for the appointment is £250 p.a., with board, 
residence, and laundry in addition, subject to the Manchester 
Corporation conditions of service. A temporary cost-of-living 
wages addition is payable in addition to the salary stated. 
Practitioners within 3 months of qualification and liable under 
the National Service Acts may apply, when the appointment 
will be for a period of 6 months; otherwise will be for a period 
of 12 months. 

Applications, stating the full name, age (giving date of birth), 
nationality, professional qualifications (with dates), particulars 
of present appointment and past hospital appointments, are to 
be addwessed to the Medical Superintendent, Monsall Hospital, 
Newton Heath, Manchester, 10, and must be received by him 
not later than 8th September, 1944. Canvi in any form 
is prohibi R. a own Clerk. 

‘own Hall, Manchester, 16th August, 1944 
NORTH STAFFORDSHIRE ROYAL INFIRMARY, Stoke-on- 
TRENT. (660 Beds.) Applications are invited from — 
medical practitioners, ale and Female, for the following 
appointments :— 

RESIDENT ANASTHETIST (B2). 

oa” ~~ omens (B2) to the Ear, Nose, and Throat Depart- 

ment. 

HOUSE SURGEON (A). 

For the B2 posts R and W practitioners who now hold A posts 
may apply. For the A post practitioners within 3 months of 
qualification and liable under the National Service Acts oo 
apply. The posts offer exceptional e rience. Salary 

case is at the rate of £185 p.a., with full residential emoluments. 
Appointments will be for a period of 6 months. 

_ Applications as soon as possible to the House Governor. 
THE ROYAL INFIRMARY OF EDINBURGH. Applications are 
invited from registered medical practitioners, Male and Female, 
for the following posts, vacant on lst October :— 

1. CLINICAL TUTOR (B1), in Surgical Out-patient Department 
combined with RESIDENT HOUSE SURGEONSHIP at Beechmount 
Auxiliary Hospital. Salary £252 p.a., with board, lodging, and 
laundry allowance. 

2. CLINICAL TUTOR (B1), in Surgical Out-patient Department 
combined with RESIDENT HOUSE SURGEONSHIP at Corstorphine 
Auxiliary Hospital. Salary £252 p.a., with board, lodging, and 
laundry allowance. 

Suitably qualified R and W practitioners holding B2 posts, 
also R and W practitioners holding B1 appointments and rejected 
for the R.A.M.C., are invited to apply, subject to the approval 
of the Scottish Central Medical W ar Committee 

Applications to be sent to: 
Infirmary, Edinburgh. 
LLANELLY AND DISTRICT GENERAL HOSPITAL, 100, Marble 
Hall-road, LLANELLY. Applications are invited from registered 
medical practitioners, Male and Female, for the appointment of 
HOUSE SURGEON (A), vacant 3lst August, 1944. Salary is at 
the rate of £150 p.a., with full residential emoluments. Practi- 
tioners within 3 mont of qualification and liable under the 
National Service Acts may apply, when appointment will be for 
a period of 6 months. 

Applications to be addressed to the Secretary-Superintendent. 


The ee Royal 


VICTORIA HOSPITAL, Burnley. (169 Beds.) Applications are 
invited from registered medical practitioners (Male or Female) 
for the appointment of 2 HOUSE SURGEONS (A) and 1 HOUSE 
PHYSICIAN (A). Salary is at the rate of £150 p.a., with full 
residential emoluments. Practitioners within months of 
qualification and liable under the National Service Acts may 
apply, when appointment will be for a period of 6 months. 
Applications, stating age, qualifications with dates, nationalit; ty. 
with copies of recent testimonials, should be sent immediate y 
to: J. E. WHEATOROFT, Secretary. ess 
BURY INFIRMARY, Lancs. (159 Beds.) Applications are invited 
from registered medical practitioners (Male and Female) for the 
appointment of CASUALTY AND SPECIALS HOUSE SURGEON (A), 
now vacant. Salary is at the rate of £150 p.a., with full resi- 
dential emoluments. Practitioners within 3 months of quali- 
fication and liable under the National Service Acts may apply, 
when appointment will be for 6 months ; otherwise renewable. 
Applications, giving full particulars, immediately to— 
H. WILKINSON, Superintendent. _ 
STAMFORD, AND GENERAL INFIRMARY. 
lications are invited fro tered medical practitioners, 
ie and Female, for At a ent of HOUSE aoa (A), 
sow. vacant. Salary is “ — of £200 p.a., with ful - 
dential emoluments. Practitioners within 3 months of a 
fication and liable under the National Service "Acts may apply, 
when appointment will an vt @ period of 6 months. 
cations with dates nationslity. 
and accompanied by co 3 testimoni niais, sh 


‘ord. 
COUNTY COUNCIL OF ESSEX AND URBAN DISTRICT 
COUNCIL OF THURROCK. COMBINED MEDICAL SERVICE. Appli- 
cations are invited from duly qualified medical practitioners 
possessing the Diploma in Public Health and having special 
experience in obstetrics, for the vacant joint appointment of 
TEMPORARY ASSISTANT COUNTY MEDICAL OFFICER AND TEM- 
PORARY ASSISTANT MEDICAL OFFICER OF HEALTH. The salary 
attaching to the appointment will be at the rate of £500 a year, 
together with war bonus, rising, subject to satisfactory service, 
by annual increments of £25 to £700 a year, but the commencing 
salary may be varied having regard to experience and capabilities. 

Forms of application may be obtained from the Clérk of the 
County Council, to whom they should be returned completed, 
accompanied by copies of 3 recent testimonials, not later than 
7th September, 1944. Canvassing, whether direc tly or indirectly, 
is forbidden. JOHN E. LIGHTBURN, 

Clerk of the ¢ Toon. Council. 
A. ‘00 
Clerk to the Urban District Counc il of Thurrock. 

_ County Hall, Chelmsford, 14th August, 

GENERAL HOSPITAL, Nottingham. and Throat 
Department (40 Beds) and large Out-patient Department. 
Applications are invited from registered medical practitioners, 
Male and Female, for the appointment of HOUSE SURGEON (A) 
for the above Department. Salary at the rate of £200 p.a., 
with full residential emoluments. Practitioners within 3 months 
of qualification and liable under the National Service Acts may 
apply, when appointment will be for a period of 6 months. 

Applications to be addressed to the undersigned, stating age, 
qualifications, experience, &c., together with copies of testi- 
monials. HENRY M. STANLEY, 

16th August, 1944. House Governor and Secretary. 
GENERAL HOSPITAL, Nottingham. (712 Beds, including E.M.S. 
Beds.) Ap’ <4 — are invited from red medical prac- 
d Female) for the appointment of RESIDENT 
CASUALTY OFFICER (A) for the above Hospital. Duties to 
commence immediately. Salary at 
with full residential” “emoluments. 
months of qualification and Nati 
ice may apply, when appointment will for period 
of 6 mon’ 

Henry M. STaNLey, House Governor and Secretary. 
CORPORATION OF GLASGOW. Applications are invited from 
qualified medical practitioners for the appointment of —— 
MEDICAL OFFICER (B2) at Shieldhall Fever Hospital, Gl 
S.W.1. Salary at the rate of £250 plus war bonus an ‘full 
residential emoluments. R and W practitioners holding A 
posts, and who must first obtain the sanction of the Scottish 
Central Medical War Committee, may also apply, when appoint- 
ment will be limited to 6 months; otherwise not exceeding 
12 months. 

Applications, stating age, qualifications with dates, and 
present post (if any), accom eo: by copies of 3 recent. testi- 
monials, should be addressed forthwith cs the Medical Officer 
of Health, ‘23, Montrose-street, Glasgow. 


GLASGOW ROYAL INFIRMARY. Applications are invited from 

istered medical practitioners for the post of ASSISTANT 
RADIOLOGIST (B1) (Full-time). Salary oe to experience, 
with minimum of £500 —. Suitably qualified R and W practi- 
tioners applying for the post should first obtain permission 
from the Scottish Central Medical War Committee. 

Full particulars may be obtained from the Superintendent, 
Glasgow Royal Infirmary, 84, Castle-street, Glasgow, C.4. 

Applications, stating age, qualifications, ‘and experience, with 
3 names for reference, should be sent to: R. MORRISON SMITH, 
C.A., F.H.A., Secretary and Cashier, Glasgow Royal Infirmary, 
135, *Buchanan- street, Glasgow, C.1. No canvassing. 
HUDDERSFIELD ROYAL INFIRMARY. (32! Beds.) ) Casualty 
OFFICER (B2) required to commence as soon as possible. Rand W 

practitioners “ae now hold A posts may apply, when appoint- 

eat will be limited to 6 months. Salary at the rate of £200 
p.a., with full residential emoluments. 

srreery should be sent as soon as possible to— 

H. J. Jounson, General Superintendent and Secretary. 
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— . Sane RADIUM CENTRE, THE NOTTINGHAM 
AND THE NOTTINGHAMSHIRE COUNCIL OF THE 

rt EMPIRE CANCER CAMPAIGN. Applications are invited 
for the post of RADIOTHERAPIST to the Nottingham Radium 
at the Genera] Hospital, according 
ualifications and experience, but will not be less than 

£1200 p.a., with participation in a superannuation scheme. The 
—— candidate will carry out his work in consultation, 


and, when ni » with the assistance of the Medical Director 
of the Sheffield um Centre; he will be appointed an 
Assistant Medical Director of that National Centre. 


Applications should be received by the ne. imme- 
diately, from whom full details concerning th 


TANLEY, House Governor and Secretary. 
The General Hospital, Nottingham. 


CITY OF LIVERPOOL. Smithdown on Hospital, Liverpool, 15. 
(1022 Beds.) Applications are invited from registered medical 
practitioners, Male and Female, for the appointment of RESIDENT 
ASSISTANT MEDICAL OFFICER (B2). The salary is at the rate of 
£200 p.a., with full residential emoluments. All fees received 
in connexion with the appointment to be handed over to the 
City Council. The appointment will be made in accordance 
with the Standing Orders of the City Council. R and W prac- 
titioners who now hold A posts may apply, when the appoint- 
ment will be limited to 6 months; otherwise a period of 
12 months. . 

Applications,. stating whether R or W_ practitioner, age, 
nationality, qualifications with dates, experience and details of 
previous appointments, and accompanied by copies of 3 rec ent 
testimonials, should be endorsed ** Resident Medical Officer 
and sent forthwith to : H. Baines, Town Clerk. 

Municipal Buildings, Dale- street, Liverpool, 2, 

25th August, 1944. 
KEIGHLEY AND DISTRICT VICTORIA HOSPITAL, Yorkshire 
(WEST RIDING). (146 Beds—2 Residents.) Applications are 
invited from registered medical practitioners, Male and Female, 
for the following posts :— 

FIRST RESIDENT MEDICAL OFFICER (B2), now vacant. Salary 
£180, with full residential emoluments. KR and W practitioners 
holding A posts may apply, when appointment will be limited 
to 6 months ; otherwise 6 months renewable. 

SECOND RESIDENT MEDICAL OFFICER (A), vacant Ist October, 
1944. Salary £160, with full residential emoluments. Practi- 
tioners within 3 months of qualification and liable under the 
National Service Acts may apply, when appointment will be for 
a period of 6 months ; otherwise 6 months renewable. 

Salaries of £200 and £180 respectively if renewed. 

Applications to be sent as soon as possible to— 

YOUNG, Secretary-Superintendent. 

EBBW VALE GENERAL HOSPITAL, Ebbw Vale, Mon. Applica- 
tions are invited from registered medic al Men for the appoint- 
ment of SURGEON IN CHARGE of the above Hospital. Applicants 
should be graduates in medicine of one of the universities of the 
United Kingdom and a Fellow of one of the Royal Colleges of 
Surgeons. Duties to commence 15th November, 1944. The 
salary will be not less than £1250 p.a., plus house, coal, and light. 
Consulting practice is allowed provided it does not imterfere 
with hospital duties. Candidates should be ineligible for 
military service. 

Applications to be addressed to the Secretary, Ebbw Vale 
General Hospital, and sent in as soon as possible, 


BRISTOL ROYAL HOSPITAL (incorporating the Bristol Royal 
INFIRMARY AND BRISTOL GENERAL HOSPITAL). Applications are 
invited from registered medical practitioners for the appoint- 
ment of RESIDENT ANESTHETIST (Bl). Part of the time to be 
spent at the Bristol Royal Infirmary and part at the University 
of Bristol Dental Hospital. Salary at the rate of £250 p.a., with 
full board-residence. Preference will be given to candidates 
holding the D.A. Suitably qualified R and W practitioners 
holding B2 appointments, also R practitioners holding Bl and 
rejected by the R.A.M.C., may apply. 

Applications to be made on forms to be obtained from— 

ELLIs C. SmiruH, F.C.1LS., Secretary and House Governor. 

Bristo] Royal Infirmary. 
EAST SUFFOLK AND IPSWICH HOSPITAL. (400 Beds—7 Resi- 
dents.) Applications are invited from registered medical prac- 
titioners, including R practitioners who now hold A posts, for 
the immediate appointment of HOUSE SURGEON (B2) to the 
Senior Surgeon. Appointment will be for 6 months. Salary is 
at the rate of £175 p.a., with full residential emoluments. 

ARTHUW GRIFFITHS, Secretary. 
The Hospital, Ipswich, 2nd September, 1944. 


SURREY COUNTY COUNCIL. Kingston County Hospital, 
Wolverton-avenue, KINGSTON-UPON-THAMES. Applications are 
invited from registered medical practitioners for the appoint- 
ment of RESIDENT ASSISTANT MEDICAL OFFICER (B1) E.M.S. for 
general medical duties at the above Hospital. Salary at the 
rate of £350 p.a. The appointment is available for the further 
duration of the war and is subject to 1 month’s notice on either 
side. Suitably qualified R and W practitioners holding B2 
appointments, also those now holding Bl and have been rejected 
by the R.A.M.C., may apply. 

\pply to the Medical Superintendent by the 13th September, 
194 
ST. BARTHOLOMEW’S HOSPITAL, Rochester. (20! Beds.) 
Applications are invited from registered medical practitioners, 
Male, for the appointment of CASUALTY OFFICER (A), now 
vacant. The appointment is for 6 months and the salary is at 
the rate of £150 p.a., with additional war-time distribution of 
approximately £50 p.a. and full residential emoluments. 
Practitioners within 3 months of qualification who are liable for 
National Service may apply. 

Applications, stating full particulars, together with copies of 
recent testimonials, to be forwarded as soon as possible. 

T. Superintendent -Secretary. 


BARBADOS GENERAL HOSPITAL. Wanted :— 
(1) HOUSE SURGEON AND AN/¥STHETIST. Salary £600 p.a, 
Experience in modern methods of anesthesia essential. 
(2) HOUSE SURGEON. Salary £450. Preference given to 
candidates who have had experience in administering 
aneesthetics. 

In each case quarters fully furnished for a single man, free 
water, and lighting allowance are provided. No local rates. 

The appointments, which are renewable, will be for either 
3, 2, or 14 years, subject to 3 months’ notice on either side to 
terminate the engagement. Candidates should state whether 
they wish to engage for 3, 2, or 14 years. 

Transport direct to Barbados will be paid, a proportionate 
part to be refunded if the term of service for which the candidate 
is engaged be not completed. Return transport paid on satis- 
factory completion of contract. 

Applications, stating age and date of graduation, accompanied 
by a recent photograph, a medical certificate of fitness at the 
time of application, and recent professional and personal testi- 
monials, should be sent by air mail to the Medical Superin- 
tendent, General Hospital, Barbados, B.W.1., from whom 
further particulars may be obtained. 

Applicants for post of House Surgeon and Anesthetist should 
also forward a recent certificate of proficiency in administering 
aneesthetics as Resident Anesthetist of a hospital of not less 
than 200 Beds, or of a post-graduate course on Modern Anvs- 
thesia at a recognised medical school. 

Canadian graduates must hold qualifications registrable in 
England. 

Candidates holding a United States degree must be registered 
in the State of New York. _W. GoopMAN, Secretary. 


Post-graduate Instruction for Demobilised Medical Officers. 
Applications are invited for the post of whole-time SECRETARY 
of a Committee appointed by the Council of the Senate of 
Cambridge University to arrange for the provision of post- 
graduate instruction in the Eastern Counties for medical officers 
released from His Majesty’s Forces. Applicants should be 
graduates in medicine. The salary of the post will not exceed 
£1000 a year, non-pensionable, with an allowance for travelling 
expenses. The appointment will be temporary, and will be 
for 1 year in the first instance. 

Applications should be sent, be mt 2nd October, 1944, to the 
Registrary, University Registry, Cambridge. 


Wanted, Junior Assistant (whole time) in Clinical Pathology. 
Hospital and private pathological practice with opportunity for 
clinical experience and research. Commencing salary £500, 
with yearly increments to £750. 

Apply, giving experience ae references, The Secretary, 
Yorkshire Clinical Laboratories, 6, Victoria-avenue, Harrogate. 


Doctors, Male and Female, — for Locums and Assistantships. 
Vacancies for Hospital Loc ums and Ships’ Surgeons. Practices 
and Partnerships for disposal.—Write: A. SuHaw, Medical 
Transfer Agent, Premier Buildings, 88, Church-street, Liverpool. 
Opportunity for young Physician with up-to-date knowledge and 
journalistic ability to write descriptive literature for manu- 
facturers of pharmaceutical preparations of the highest ethical 
standards, and to act in advisory capacity. Retaining fee based 
on firm’s turnover.—Write, giving qualifications, to: Address, 
ap My 474, THE LANCET Office, 7, Adam-street, Adelphi, London, 


English 'M.R.C.S. available Locum General Practice or 
appointment. Exe mpt Army. Car driver.—Address, No. 451, 
THE LANCET Office, 7, Adam-street, Adelphi, London, W.C.2. 


Psychiatrist, British, exempt, with considerable experience of all 
forms of modern therapy and hospital administration, seeks 
change, for personal reasons, as Deputy Medical Superintendent 
or Senior Medical Officer.—Address, No. 470, THE LANCET 
Office, 7, Adam-street, Adelphi, London, W.C.2. 


Secretary-Typist, 44, cultured, seeks Suenienees employment.— 
ACTON, 38, Evelyn-road, Cockfosters 


Psychological supervision during c lescence. A maxi of 
6 patients can be accommodated in physician’s home with 10 
acres of ground extending to Thames bank. 10 a “as weekly. 
—Apply Secretary, Weir Cottage, Chertsey. Tel. 2135. 

Death Vacancy. For Sale, large old-established Panel and Private 
Practice in rural area in the County of Caernarvon, North 
Wales. Good house and garden also for sale. Knowledge of 
Welsh desirable. (Panel 750.) Good mileage grants.—Par- 
ticulars from ELLIS Davies & Co., Solicitors, Caernarvon. 

For Sale, 2 Microscopes, | Hanovia Lamp, | Infra-red, Galvain 
Battery.— Address, No. A738, THE LANCET Oftice, 7, Adam-street, 
Adelphi, London, W.C 


For Sale, Watson “ — *”* Microscope, new and unused, purchased 
May, 1939. Rack-focusing underfitting with Abbe illuminator ; 
triple nosepiece ; % and 4 objectives; Nos. 2 and 4 eyepieces. 
Mahogany case. Price £35.—Phone: Northwood 2429 after 
1) PM. 
Microscopes wanted for essential work and war factories ; . high 
prices offered. Also Leicas and similar Cameras and *‘ Talkies.’’ 
Prompt cash.—WaALLacE Heaton Ltp., 127, New Bond- 
street. W.1. 
Radium: You can hire up to 100 mgms. of radium element made 
up to any required specification, for the moderate fee of £5 5s. 
from: J. C. GILBERT, LTD., Columbia House, Aldwych, WC. 

el.: Chancery 6060. 


‘THE NATIONAL MEDICAL AGENCY. 


Medical Practice wanted, St. Anne’s-on-Sea or Preston 


districts preferred—not essential. 


Full details from the NATIONAL MEDICAL AGENCY, 63, Great 
George-street, Leeds, 1. 
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THERE ARE NOW OVER 
2,000 INDEPENDENT 
REFERENCES PUB- 
LISHED ON THE USES 
AND PROPERTIES OF 
NUPERCAINE. 


The Nupercaine Handbook, 


Part I, Ciba Handbook No. 2 
(2nd edition), a 31-page survey 
of the special advantages of 
Nupercaine in Spinal Anzs- 
thesia, will be sent on request 
to members of the Medical 
Profession. 
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A BRITISH PRODUCT 
formerly known as PERCAINE 


HEAVY SPINAL ANAESTHETIC SOLUTION 
1:200 in 6% Glucose. 


Describing the filigree operation for hernia, the 
author of a recent paper states that it is a rule 
seldom departed from that no other form of 
anaesthetic than spinal is used. 


“Recently nupercaine (1-200 in 6 per cent. glucose, ie., the 
hyperbaric solution) has been more frequently used, and I 
now believe it to be the agent of choice. 

"Nupercaine is now used because :— 

1. The analgesia lasts at least twice as long... and the 
need for supplementary ancesthesia in robust patients 
is entirely avoided. 

2. More accurate control of the level of anaesthesia is 


obtained.” 
Brit. J. Surg., 1941, 29, 168, 


Available in boxes of 10 x 3 c.cm. Ampoules. 
Clinical samples on request. 


Manufactured exclusively by CIBA 


ORATORIES. HORSHAM, SUSSEX. 


Telegrams: C1BALABS, HORSHAM 


Telephone; HORSHAM 1234 


THE LAB 
= 


